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STATISTICAL POLICY FOR AN AGING AMERICA

MONDAY, JUNE 3, 1986

U.S. SENATE, SUBCOMMITTEE ON ENERGY, NUCLEAR PRO-
LIFERATION, AND. GOVERNMENT PROCESSES OF THE COM-
MITTEE ON GOVERNMENTAL AFFAIRS AND THE SUBCOM-
MITTEE ON AGING OF THE COMMITTEE ON LABOR AND
HUMAN RESOURCES,

Washington, DC.
The subcommittees met at 10:06 a.m., in room SD-342, Dirksen

Senate Office Building, Hon. Thad Cochran and Hon. Charles E.Grass ley (chairmen of the subcommittees) presiding.
Present:Senators Cochran, Grassley, and Glenn.

OPENING STATEMENT OF SENATOR GRASSLEY
Senator GRASSLEY. I would like to call this hearing to order. I amSenator Grass ley, chairman of the Subcommittee on Aging, and Iam pleased to join with my colleague, Senator Cochran, in cochair-ing this hearing to examine the statistical policy for an agingAmerica.
Gf course, I would like to explain, for Senator Cochran's part, thathe is tied up for a short period of time. I believe he is at the WhiteHouse. He is going to join us very shortly, and it is my understand-ing that he will be here, once he arrives, for the duration of thehearing.
Today, one in eight Americans has celebrated their 65th birth-day, and the older generation is growing twice as fast as the young-er generation. Many have called this unprecedented increase in theelderly population really a demographic revolution. The truth isthat it is just the beginning of a revolution. This is but the openingroll of that drum. The crescendo will occur early in the next centu-ry, when the baby boom generation begins to retire.
In the next four decades, in 2025, one out of five Americans willbe age 65 or older, and one out of three will be aged 56 or older.During this time the number of people needing long-term care willhave more than doubled to 13 million people. To put this figure inperspective, this is the equivalent of all of the people of six NewEngland States.
The impact of the aging of the population is being felt in theshort term as well as the long term. The Medicare Trust Fund mayrun out of money in the middle of the next decade. Shortly afterthat time, by the turn of the century, the very old population, who

are the highest users of the health care in this country, will have
doubled to almost 5 million people.

(1)
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The challenge is very clear. In less than 25 years, an aging socie-
ty will be upon us, whether we have the information to plan for it
or not. Today, we will hear from witnesses who will describe the
importance of building an information base which enables us to
make intelligent policy decisions about the future.

We will also hear about the policy impact of the budget process
on statistical systems. The political reality is that we need more
and better information with comparatively less financial resources.
This is a very 'mportant topic, and it is very inportant for those of
us who are working toward reduced spending and increased pro-
ductivity and cost efficiency in Government.

I would' like to commend Dr. Keane, the Director of the U.S.
Bureau of the Census, and Dr. Williams, Director of the National
Institute on Aging, for having the foresight to call for greater co-
ordination among those agencies responsible for administering the
major data systems collecting information on the elderly. I look for-
ward to hearing more about their plans for setting up an inter-
agency forum which will continue their efforts.

I would like to take this opportunity to mention that along with
the published record of this hearing, and other related materials of
our two subcommittees, we will jointly publish a handbook pre-
pared by the Committee on National Statistics of the National
Academy of Sciences which lists all of the major data systems
which presently collect information on the elderly, along with the
type of information they collect. We will also jointly publish a sepa-
rate volume that will include the hearing records, additional testi-
mony submitted for the record, a summary of the summit confer-
ence that will be discussed today, and recommendations for the
questions for the 1990 census and analysis of the impact of the
budget cutbacks on Federal data collection systems.

We think these publications will be tremendously valuable to
Federal officials and others working in the area, and of course, it
will be available sometime in early fall.

I want to now turn to my colleague, Senator Glenn from Ohio,
for his opening statement, and anything else that he wants to do at
this particular time.

OPENING STATEMENT OF SENATOR GLENN

Senator GLENN. Thank you very much, Mr. Chairman. I com-
mend you for holding this hearing to promote an efficient and cost-
effective system for developing statistical policy in an aging Amer-
ica.

I think this could well be broadened out to apply not only to an
aging society, but it could be broadened out to say statistical policy
for all agencies of Government. Because I think with almost any
thesis that we have these days in Government, we also cazi find
statistics to back up a preconceived viewthat there are that
many different statistical studies going in that many different sta-
tistical directions.

So I guess I am reminded a bit of the averages joke in times past
about the fellow that drowned walking across the river whose aver-
age depth was 3 feet, and it just shows that you can prove almost
anything by statistics and averages.

18:
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But there are some facts with regard to this statistical policy
with 'regard to an aging America. that are appropriate. As .thechairman already mentioned, one out of eight Americans are 65
and over and all too many of us are joining those ranks on an in-creafAug basis. I am about tjoin that crowd myself in a couple ofmonths. so this gets very personal with.me.

They a are sometfacts that we do know. The population is aging,and today, 12 percent of Americans are 65 and older. In 2025, it is
estimated it will be 20 percent, or one out of five. The fastest grow-
ing segment of our population is the group aged 75 and over, andduring this century, we have Seen a great increase in life expectan-
cy. That we can all be grateful for. I wouldn't want the option, thealternative. Women outlive men by an average of 7 years, and thus
the economic, the health, and the social problems of the elderly areprimarily the problems of women. Nearly 55 percent of women 16
and older make up over 50 percent of the work force today.

We need to address the important changes that are reshaping
American society and opening ,gaps between our current policies
and our future needs. For instance, Social Security was enacted ata time when the traditional family consisted of the husband, who
earned a sufficient income to provide for his wife, who was a home-maker, and their children. Because women have entered the workforce in such great numbers and because of the increase in single-
headed households, that traditional family of the past now repre-sents only 10 percent of the population. Reforms are needed inSocial Security which recognize the changes that have taken place
in families since the 1930's.

Now is the time to do some long-range planning, to take the ac-tions needed in order to meet the challenges presented by theaging of our society and the changing roles of women, in particu-lar. For this reason, I held a series of hearings in Ohio during the
past 18 months as ranking Democrat of the Special Committee onAging, and these hearings were entitled, "Women in Our Aging So-ciety. Many of the issues that were raised at these hearings and
the recommendations that were made are ones that I expect wewill be discussing this morning in the context of data needs.

Important questions include:
How can we promote a healthy old age and close the gap in life

expectancy between men and women?
at must be done to ensure adequate retirement income for

future generations of elderly persons, particularly women?"ho will be the caregivers of the future, given the increased
labor force participation of women? And how can we provide thehelp they need in order to continue to juggle a career as well ascaring for their children, their spouses, and also elderly familymembers?

What be the health and economic status of particular seg-ments of the over-65 population, particularly the old-old, who aremost likely to need long-term care for chronic conditions such aship fractures and Alzheimer's disease?
We have an idea of what needs to be done and what the Federal

role should be. As I have done in the past, I certainly will continueto vote to preserve Social Security and Medicare and to opposesome of the proposals from time to time for just across-the-board



spending Ms. But in order to improve these programs of vital im-
portance to all Americans, as well as other programs such as hous-
ing and social services, we do need reliable and usable data, data of
sufficient reliability on Which' we can base programs, programs
that 'do cot a lot of 'money. Particularly in this time of huge
budget deficits, it is unlikely that 0ingress will enact new pro-
grams withhut gtidd information about 'the need. for them and
about their cost:effectiveness in thiYlong term. .

It is imperative that we have the necessary information on which
to base our policy decisioni regarding today's elderly and future
generations of elderly in the very important areas of socioeconomic
and --health status, employment and retirement, living arrange-
ments, and family and community supports. 'It makes sense that
the Federal agencies and others who are collecting data about the
elderly should work together and build on each other's work as
much as we possibly can. And I would be interested to learn more
about what is being done, or could be done, on an international
level. I think that is an area that we ignore sometimes.

Dr. rank Willinms, Director of the National Institute on Aging,
who will testify today, joined me at a very interesting hearing,
"The Graying of Nations II," last summer in New York City at the
time of the 13th International Congress of Gerontology.

We had witnesses there from around the world, from the PRC,
People's Republic of China, and from the Soviet Union, people who
are in charge of their studies on old age, their old age studies in
those nations. It was very interesting to see those people interact
with people from Sweden and Japan and other nations in sharing
information on what is being done with studies and data being
gathered in their areas. It was an extremely interesting meeting.

These witnesses from around the world discussed the importance
of collaboration and sharing breakthroughs in the areas of basic
aging research and geriatric training and the provision of home-
and community-based services.

Mr. Cly irman, again; I thank you for holding this important
hearing, and in particular, I want to thank the witnesses who are
participating today. I look forward to your recommendations. By
working together, we can be prepared for the senior boom, which
we know will be upon us early in the next century, and I guess the
senior boom is naturally a follow-on to the baby boom, and we are
going to be into it one of these days. It is going to cause us a lot of
problems. We need to be better prepared for it, maybe, than we
have in some of these situations in the past where we have just
waited too long and then tried to react after the problem was upon
us. I am glad we are getting into this in advance of that.

I have another :leering this morning I have to go to. I hope to be
back a little bit later during the question period. We will go
through all the statements, and, Mr. Chairman, I would hope that
we may be able to submit additional questions to the members of
the panel. I am sure there will be a long list of questions for them
today, and I hope they can answer them for inclusion in the record
to be of benefit for everyone.

Senator GRASSLEY. Let -me follow on what Senator Glenn just
said, because not only will Senator Glenn, as he just indicated,
submit questions in writing, I assume that you probably know that

,_w.
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,

each member may submit questions in writing, because there areconflicts in committer meetings.
So just expect that you might, each witness, get questions in

writing and that we would like to have those returned. I think thenormal time is'15 days, so t..te record will be open 15 days.
I, too, would follow on what Senator Glenn said about thanking

the witnesses that are on the list already, a blue ribbon group, ifwe have ever had one, and in an area like this where we are look-
ing into the future, we need that sort of expertise, and we have ithere.

Before I call Dr. Brody, who is at the table now, he has, 15 min-
utes assigned to him, and the other witnesses have been asked to
confine their summary to 5 minutes. Please understand that evenwithout your asking, unless you say something to the contrary,
your printed statement will be submitted and printed in the record
as submitted, and we accept that. You don't have to waste a lot of
your 5 minutes thanking us for having this hearing, because weowe you the thanks for taking time from your busy schedule, and
you don't, have to waste a lot of your 5 minutes for permission toput your entire statement in the record.

With that in mind, I would like to introduce for the committeeand for all the people in the audience Dr. Jacob A. Brody. He isdean of the School of Public Health at the University' of Illinois.
Dr. Brody is a well-known expert in epidemiology, demography,
and biometry, and we are pleased to have him here today to pro-vide background information on statistical policy in an agingAmerica.

So thank you, Dr. Brody, for coming all the way from Chicago togive us your insight I understand that you have, as I can see infront of you, your slide projector ready to go to give us this presen-tation. I would suggest that you begin just as you had planned.

TESTIMONY OF JACOB A. BRODY, M.D., DEAN, SCHOOL OF
PUBLIC HEALTH, UNIVERSITY OF ILLINOIS AT CHICAGO

Dr. BRODY. Thank you very much. I am grateful for the opportu-
nity to appear before you and discuss population changes and the
critical need to monitor health and disease during this period of ex-traordinary growth in the older segments of our population.It is difficult to comprehend that in 1900, only 25 percent ofpeople lived beyond age 65, while by 1985, approximately 70 per-cent survived age 65 and more than 30 percent lived to be 80 ormore. Almost 20 percent of our population dies after age 85, and if
present trends continue, within the next 10 to 20 years, almost half
of deaths will occur after age 80. Most medical attention and costs
are expended during the last years of life. Thus, at the turn of thecentury, our resources were devoted to illnesses in children andyoung adults.

Now, almost all our care goes to people well over age 65. This
first figure' reveals the rapid decline in mortality rates from 1900until 1980. Half the gain, as you can see on the bottom line, oc-curred this century, by 1920, suggesting that better living condi-

'See p. 65.
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tions, canitation, and nutrition played the major role in reducing
mortality and etending life this century.

The downward drift persisted until about 1945 and then suddenly
leveled off for almost a quarter of a century. During those years, it
was assumed that ;-fe .had reached the maximum life expectancy,
and the formulatidn of many of our Social Security and Medicare
policia developed under this faulty assumption.

If we had had.better data collection systems and analyzing capac-
ity during that period, we would have been more -cautious. We
would have seen that life expectancy was increasing steadily and
that, simultaneously, heart attack deaths were increasing shadily,
and these two factors nullified each other, producing what ap-
peared tk) be a horinmtal line for the years 1945 to 1968. In 1968,

-the sharp decline in nr. ality resumed and still persists as the grip
of heart disease weakens.

Please recall at the beginning of my discussion I mentioned that
in 1900, only 25 percent of the population survived to be 65, wt
now, abdut 70 percent survive to be 65. Thus, this rapid decline
since 1968 is essentially the result of prolonged life expectancy
among the elderly.

We would like, of course, to claim full credit for the declines in
heart attack deaths as the result of cur improved lifestyles and
medicines. These changes, however, ha4 not really occurred by
1968, and the specific items, such as eating less fat and smoking
less, are essentially American phenomena and nct observed in
countries such as Sweden and Japan, where people live longer than
we do. Several issues loom somewhere be fond our current under-
standing. We are clearly living longer. We do not know when the
increasing longevity of the elderly will taper off, and we don't
really know what is causing the present life extension.

The central issue raised by increasing longevity is the issue of
net gain in active functional years versus total years of disability
and dysfunction. Present data are weak but suggest that for each
good active functional year gained, we add about 3.5 compromised
ycars. This debit is piling up. We should be devoting our best
minds to improving information about how well or badly we are
doing during our increased years.

At present, our statistical measurements are sparse and crude,
leaving us with gaps and guesses. This prevents appropriate plan-
ning and intelligent preparation of the population and their own
or, should I say, our own aging. And as usual, the best is yet tc be.

In this slide,' I show the classic population pyramid for 1980
with the youngest segment of the population at the bottom and
women on the right, and the baby boomers being about 20 to 40
years of age. By the year 2000,2 we note that the open portion,
which is the oldest age group, is filling up. Instead of 26 million
over age 65 in 1985, there will be about 34 million, and the baby
boom is aged 40 to 60. By 2030, we really don't have a pyramid at
al1.2

'See p. 66.
'See p. 67.
'Seep . 68.
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There are more than 60 million people 65 and over, and they arP20 percent of the population. As the population ages, diseases and
conditions associated with older people will predominate. Note thathip fracture occurs at an average age of 79 and Alzheimer's disease
at about age 80. The higher the percentage and the larger the size
of our population above these ages, the greater the risk and impactof these conditions.

To make my point more emphatic, the next slick projects thenumber of Americans who will have hip fracture. This is through
2050. There are about 200,000 hip fractures per year in the United
States currently, and by the year 2000, this will have risen to
almost 350,000. Since repairing hip fracture is a surgical procedure,
we must be careful in our planning to be stir that we have enough
surgeons and surgical suites to operate on tl. - increased number of
people. By the year 2050, there will be more than 650,000 hip frac-
tures occurring in the United States.

This next slide 2 illustrates Alz: lees disease. a much morecommon disorder of the elderly. TI are now in excess of 2 mil-
lion patients with Alzheimer's disease. By the turn of the century,there will be almost 4 million people with Alzheimer's disease, andby 2050, this number will have risen to almost 9 million.

My final graph' presents projections for nursing home residents.
There are currently 1.3 million people over age 6F in nursing
homes. Thei r median age is about 82 years. By the year 2000, there
will be approximately 2.5 people in nursing homes, and by 2050,
the number will have risen to 5.5 million.

I ended with the slide of nursing home data because nursinghome use is a portion of long-term care for which the highest
degree of knowledge and solid information is necesP .17y. Our goal
must be the prevention of the need for long-term care and po*-
ponement of its use. We must have very accurate methods for
measuring illness and disability as they contribute to the need forlong-term care.

These data are extremely difficult to collect, analyze and inter-
pret. We must use carefully designed surveys and longitudinal
studies to document the natural history and progression of humansas they age in this unprecedented period in which the aged are notonly becoming more numerous, but are living longer all at once.Without documentation of the population increase and of the spe-cific causes for loss of function and need for long-term care, weremain on the receiving end ofpaying for an increased need which
can be handled less and less well in future years by current means.

We now depend very heavily for long-term care on family and
other social supports. In the years to come, families will be smaller,
and women will be working. This puts a predictable strain on thesystem which we must quantify in order to determine needs.

My projections are not comforting. Knowledge, however, gainedby carefully accumulating accurate data from well-designed statis-
tical investigations will alleviate much of our discomfort and allowus to plan and manipulate our futures. The insurance companies

'See p. 69.
'See p. 70.
'See p. 71.
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are exploring the feasibility of private sector coverage for long-
term care. The insurers' projections speak with optimism only
about insuring the healthy and affluent elderly. They caution that
to make a profit, it may be necessary to start mass long-term care
insurance coverage at very early at and probably unacceptable
ages.

The source of confidence-building and courage for ourself, our in-
surers, and our population lies in careful documentation of health,
disease, functional status, and financial realities. This can only be
learned through continued expanded and improved data collection,
analysis and interpretation. Given the options, I would rather have
a printout than a black box.

you very much.
Senator GRAMMY. Thank you very much. You didn't take up the

full 15 minutes, but you were able to put forth some very sobering
testimony but also very enlightening testimony. I want to say that
I guess that what is sobering about it is in this day and age, to
know that we have to be alerted to this happening, it is fine that
we would be pricked into thinking more about that. This is the pur-
pose of the hearing. But also, we thank you for telling us how we
can take advantage of a better statistical base to be on top of this
to a better extent.

Thank you' very much.
Dr. BRODY. Thank you, sir.
Senator GRAM M. Our second panel includes Dr. T. Franklin

Williams, who is the Director of the National Institute on Aging.
We also have Dr. Jack Keane, the Director of the U.S. Bureau of
the Census. I would like to have both of you come to the table at
the same time, Dr. Keane and Dr. Williams. It is my understand-
ing, for the benefit of the audience, that they will discuss the re-
sults of a forum they organized on May 2 of this year to explore
how the statistical system can provide the data needed to answer
policy questions for an aging society in a cost-effective way.

I need to compliment each of you in your positions of leadership
for taking this step of interagency cooperation. So I would ask you,
Dr. Williams, to start, please, and then before I ask any questions,
I would ask Dr. Keane to follow on with his testimony.

TESTIMONY OF T. FRANKLIN WILLIAMS, M.D., Dine:- 1,41-

TIONAL INSTITUTE ON AGING, AND JOHN G. KEANE, REZTOR,
BUREAU OF THE CENSUS
Dr. WILLIAMS. Thank you, Senator Grassley.
I welcome this opportunity to report on a May 2 meeting that

was held to advance the coordination among Federal agencies of a
statistical policy for the aging population. The rapid increases in
the number and proportion of older people in our Nation, particu-
larl those who are in their eighties and nineties confront us with

enges of historic proportions. The National Institute on Aging
and other agencies concerned with older people depend heavily on
the Federal statistical system in order to understand and interpret
changes that are underway a. d to plan effectively for the future.

To identify issues and opportunities relating to aging statistics,
and to increase the formal and informal collaboration among Fed-
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eral agencies, Dr. Keane and I convened a meeting on the National
Institutes of Health campus on May 2. Eleven directors of Federal
agencies were in attendance, as well as 55 additional participants
and observers representing 42 Federal and non-Federal organiza-
tions, including 12 institutes of the NIH, 10 other agencies within
the Department of Health and Human Services, and 9 from othc.--.
Federal agencies. A full list of participants and observers has been
submitted for the record.1'

Every Federal agency was invited to submit a statement of the
vital issues in aging-related statistics, and these statements, togeth-
er with a summary outline of the issues therein, are also submit-
ted.2 Let me just summarize here some of the substantive and pro-
cedural issues that were raised in the statements and also in our
discussions at the meeting, as well as some of the overall recom-
mendations.

These agencies called for more and better information on the el-
derly population in a number of epidemiological, demographic, and
economic areas, including the utilization of services and projection
of needs for services. Despite the fact that each agency focused onits own mission, there were, indeed, many common threads and
considerable agreement. For example, a large percentage of the
statements called for improved data on the institutionalized popu-
lation, which Dr. Brody has just described as growing at a consider-
able rate. Many statements also called for better measurement of
morbidity, disability, and _risk factors; for more accurate data on
causes of death; for improved information on the health costs of
diseases and of the services needed; and, for more data on the em-
ployment and financial status of older people.

Almost all the agencies noted the importance of bridging gaps,
particularly the gap between health and socioeconomic data, of pro:
viding comprehensive and longitudinal data in certain areas, and
of disaggregating published statistics beyond the age of 65. This is a
very important to do since, up to now, so many of our statistics
have been lumped together for everybody beyond age 65. -A number
of statements noted the importance of oversampling important
groups such as the oldest aid. We also need to improve the (mintyof the data collected, especially on cognitively impaired persons.

In terms of the recommendations from this meeting, the partici-
pants agreed on the need to improve coordination and collaboration
among agencies. Other potentially interested agencieEL should be
brought into any agency's planning of surveys at early stages. The
opportunity for piggy-backing of questions to reduce costs should be
accomplished wherever possible, and systems that combine health
and socioeconomic data should be developed collaboratively.

The two agencies that are most central to the collection of these
data, the National Center for Health Statistics and the Bureau of
the Census, need to continue to develop and share technical exper-
tise in the problems of collecting adequate and high-quality data on
the elderly. The National Institute on Aging can help in supporting
research in these efforts. Finally, it was agreed that there is a need
to establish a focus and mechanism for further collaboration on

'See p. 73.
'See p. 85.
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aging statistics among all these agencies. Dr. Keane will speak to
that need.

'Senator GaAssuri. Dr. Keane.
Mr: KEANE. I will take the chairman's admonition to heart, and I

thank him, but I truly commend you.
Senator Gaassur: OK.
Mr. KicaNa. And also Senator Cochran for calling this kind of a

hearing early. I am honored to join my distinguished colleagues
from' the National Institute on Aging, the Social Security Adminis-
tration, the National. Center for Health Statistics, and others testi-
fring

This conference, that Dr. William; spoke of on May 2 was a first-
of-its-kind effort to gather directors of Federal agencies concerned
with the collection of data on the older population. The single issue
identified as most important in development ofaging-related statis-
tics was to establish cooperative actions among our Federal agen-
cies. Clearly, cooperation is seen as a way to extend our agency's
capabilities to meet our goals in a cost-efficient way.

Through cooperation, we can improve our ability to link data col-
lection and research to funding and policy development. We can
provide better information for establisMng priorities in data collec-
tion and research that meet the tests of scientific value, social rel-
evance, and affordability.

By working together, we will be better able to isolate funding
and policy -related areas, needed data, and to fill those data gaps.
We expect that one important outcome of our cooperative action is
that we will be able, for example, to begin to integrate health and
socioeconomic data. We can extend the use of limited resources,
avoid waste, and work toward a uniform, complimentary approach
across Federal agencies where appropriate.

We. can alio improve access and dissemination of data for plan-
ning, program management, and development of policy options. By

our mutual interests, we can encourage collaborative
research. o date, there has been no formal effort-to promote coop-
eration or to identify vital data gaps that need to be filled to
answer policy issues related to an aging society.

Within the Federal Government, there are two primary agencies
concerned with the production and analysis of aging-related statis-
tics: The Bureau of the Census produces demographic, social, eco-
nomic, and housing data. The National Center for Health Statistics
produces health data. In addition, the National Institute of Aging
coordinates and promotes research into various factors related to
aging.

Because of the research and funds, the National Institute on
Aging is at the cutting edge of knowledge about data needs that
can provide unique insight to data collection agencies. Many other
agencies produce data on specific subjects that are relevant to the
study of aging. The participants of the summit meeting unanimous-
ly agreed to promote cooperation and coordination among Federal
agencies through the establishment of an interagency forum on
aging-related statistics. Each agency director will appoint a senior
staff person able to make broad policy decisions. Technical staff
will work with the forum, and working committees will be orga-
nized to address specific issues.

it 6
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The forum will be jointly chaired by the Census Bureau and the
National Center for Health Statistics. The agency directors will
stay closely involved with the forum, acting as an oversight com-mittee that will meet twice a year. The oversight committee will be
chai.ed jointly by the Directors of NIA, the Census Bureau, and
the National Center for Health Statistics.

The foriim-will provide us with a formal structure for the ex-change of information about needs at the time new data are beingdeveloped or changes are being made in existing data systems.
Through this forum, our various agencies may also be able to: .One, identify data gaps, potential research.titles, and inconsisten-
cies among agencies in the collection and presentation of data re-lated to the older population; two, create opportunities for joint-re-search and publications among the agencies; three, improve accessto data on older persons by serving as a coordinating point for data
requests from Congress, governmental agencies and other data
users; holding meetings with data users to gain better understand-
ing of their data needs and producing reference reports; four, devel-op joint funding for projects involving aging-related statistics ofmutual need among agencies; five, identify statistical and methodo-logical problems in the collection of data cn the older populationand investigate questions of data quality; and six, work with other
countriesI think Senator Glenn brought out this pointworkwith other countries to promote consistency in definitions and pres-entation of data on the older population.

That concludes may observations about the summit conference.
Senator GRASSLEY. I have just a few questions, a couple of thingsthat I want to bring out that kind of involve the administrative re-lationship. I know you have already addressed that to a consider-able extent, but there are a couple of things that may be more ad-dressed. To both of you, I would make the proposition that it is myunderstanding that part of the idea behind the interagency forumis to set up two Federal centers on aging-related statistics: Onewould address social, economic, and housing issues, and it would bebased at the U.S. Bureau of the Census, and the other would ad-dress health issues, and it would be based at the National Centeron Health Statistics.
Now, what would be the relationship between these centers andthe forum?
Mr. KEANE. The forum would be an interagency group, includingboth the representatives of the earmarked agencies, as well as theoversight committee. That would be what a forum does, in the

sense that it would be the clearing house of ideas; it would be aplace for discussion; it would be the opportunity to address whereidentified data gaps are and what to do about them in the way of
recommendations. It would be, in the broad sense of the ter,A, boththe oversight function as well as from an agenda standpoint, look-
ing at issue by issue as they emerge through the experiences of the
two centers which you have identified.

At this point, since this i3 the aim, and it is not yet the reality,
we don't have experience to go on. So, conceptually, that, at thistime, is what we propose.

Senator GRASSLEY. Dr. Williams.
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Dr.- WILLIAMS. I see it essentially the same way, Senator Grass-
-ley. We conceive of the forum as the meeting ground of the key
people from a wide range of Federal agencies that have a real
stake in both generating and using aging-related statistics. This is
the direction in which we will niov continuing the process started
in our first meetingto understana each other's needs, to share re-
sources, and- to develop very specific ways to collaborate in the col -
lection of data and analysis of data.

I see the two centers, the Bureau of the Census and the National
Center on Statistics, astbeing the primary settings where most, but
by no means all, of the relevant data will be generated, and where
-the.great-bulk of the storage and analysis capabilities will exist for
sharing.

They will be the key support and service agencies; and the forum
will be the overall coordinating body.

Senator GRASSLEY. Now, to either one or both of you, I would like
to know if you expect that the interagency forum will address the
question of data overlap.

Mr. KEANE. Mast assuredly.
Dr. WILLIAMS. It certainly will.

- Mr. KEANE. It is one of the primary reasons for the forum.
Senator GRASSLEY. Again, to either one of you or both of you,

how will conflicts between agencies be resolved, if they come up?
Dr.- WuzzAms. We see what Dr. Keane referred to as the over-

sight committee as being the ultimate arbiter of conflicts. We see
this as a continuation of what we began in this first meeting of rep-
resentation of the direcOrs of these participating agencies. That is,
the two of us, and the Dr.ector of the National Center for Health
Statistics, who you will hear from shortly, will serve as the ulti-
mate decision body to address issues about conflict or disagree-
ment.

Now, we can't guarantee that we will always resolve everything,
but given the common interests, I don't anticipate that we are
going to have any unresolved conflicts.

Senator GRASSLEY. Yes?
Mr. KEANE. Two additional comments. One is that because we

have started early in the process, and involved everyone, that
should lessen the opportunity and, therefore, the likelihood for con-
flicts to arise. Should they arise, and some surely will, as you will
recall from my testimony, likely, the committee is cochaired by Dr.
Williams and the head of the Nntional Center for Health Statistics
and myself, and the three of us, .nearing our agencies, have estab-
lished working relationships of some long standing.

Therefore, that should also help in the resolution of any emerg-
mg

Senator GRASSLEY. Can you accomplish your goals administra-
tively, or will there be some legislative needs, and if there are any
linegg islativ? e needs, to what extent could we be helpful in accomplish -

Mr.Mr. KEANE. -Speaking for the Census Bureau, our belief at this
time is that there are no legislative needs. We have the authoriza-
tions and, under title XIII, all the justification for doing what we
need to do and perceive doing.

18
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Dr. %mums. I agree. At the present, we see no need for any
further authorization. We have adequate authorization, and as this
hearing will continue to show, all of our agencies are already shar-
ing in a number of wayswhich we hope to expand.

But under current authorization, that will be quite possible.
Senator GRAMMY. You don't anticipate any problems with any

Cabinet Councils or OMB on the goals you seek?
Dr. Wnzums. I don't think so.
Mr. KEANE. I don't anticipate any. So far, the Office of Manage-

ment and Budget has not taken an active role in the issue.
Dr. Wamisis. The Department of Health and Human Services

haii been supportive of what we are doing.
Senator GRASSLEY. I have no further questions. So I would ask

you to be cognizant of the requestEi that you might have for ques-
tions to be submitted to be answered in writing.

We were going to invite another Dr. Keane to the table, but that
is not possible, so we have Dr. Feinleib and Ross. I would ask that
you come and join the present members who have just spoken.

This third panel includes distinguished representatives from four
of the five major research and data collecton agencies. I would liketo take this opportunity to say that I am disappointed that the
Health Care Financing Administration [HCFA] was not here today.
Although we requested that they testify, they responded that they
were also called to testify at another hearing today and that they
currently do not have the staff to prepare testimony for the two
hearings. They have submitted written testimony for the record,
and we will be and we are going to send them a list of questions to
answer based on that testimony. I assume that HCFA is testifying
before another committee that I attended earlier this morning, the
Subcommittee on Health and Finance, where we are looking into
the extension of the prospective payment system into post-hospitalneeds.

Our third panel today includes Dr. Williams, Dr. Keane, already
introduced, Dr. Manning Feinleib, Director of the National Center
for Health Statistics, and Dr. Jane Ross, Director of the Office of
Research Statistics and International Policy of the Social Security
Administration. For the benefit of the audience, I expect that they
will give us an overview of their Agency's activity in data collec-
tion and research on the elderly, and then they will discuss coordi-
nation from their Agency's perspectives. So would you please begin,
Dr. Williams?

TESTIMONY OF T. FRANKLIN WILLIAMS, M.D., DIRECTOR, NA-
TIONAL INSTITUTE OF AGING; JOHN G. KEANE, DIRECTOR,
BUREAU OF THE CENSUS; MANNING FEINLEIB, M.D., DIRECTOR,
NATIONAL CENTER FOR HEALTH STATISTICS; 1 AND JANE ROSS,
DIRECTOR, OFFICE OF RESEARCH, STATISTICS, AND INTERNA-
TIONAL POLICY, SOCIAL SECURITY ADMINISTRATION 2
Dr. WILLIAMS. Thank you, Senator Grassley.

'See p. 33 for Dr. Feinleib's prepared statement.
'See p. 38 for Ms. Ross' prepared statement.
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The National Institute on Aging was established by congressional
mandate in 1974 for:

The conduct and support of biomedical, social and behavioral research and train-
ing related to the aging process and to the diseases and other special problems and
needs of the elderly.

Within this mandate, two of the Institute's units have primary
concern with Federal statistics on older people: our extramural Be-
havioral Sciences Program and our Intramural Epidemiology, De-
mography, and Biometry Program. Our programs support research
and training as well as the development of data bases and research
methodologies across a wide rang of discipl nos.

Important research priorities for the Institute include under-
standing aging, of which the oldest old, those 85 and older is a
major category; Alzheimer's disease; maintenance of health and ef-
fective functioning; and hip fractures and other common disabil-
ities of older people. We also place a high priority on basic research
on ,the aging .process and on training for research and academic
leadership.

Through interagency agreements with the Bureau of the Census
and the National Center for Health Statistics [NCHS], our Institute
has supported the develpment and analysis of data bases. Also, the
Institute supports a data archival center at the University of
Michigan for the use of these and other data bases by qualified in-
vestigators.

Major intramural studies under way including now a follow-up
study of the older people who were part of NCHS' National Health
and Nutrition Examination Survey conducted in the early 1970's,
and longitudinal epidemiological studies of older people in four
communities. Research methods for collection and analysis of data
on older people are developed by-both our intramural and extramu-
ral scientists, many of whom make intensive use of other Federal
statistics.

NIA has identified a number of gaps in the Federal data system
on the aging population and a number of opportunities for cost ef-
fective collaboration with other agencies. Our statement of vital
issues prepared for the May 2 meeting identifies a number of these
gaps. I will give only a few examples here.

First, the oldest old population is one of the fastest growing age
groups in our country and has the highest burden of morbidity and
disability of any age group. A very large minority are in long-term
care institutions. Many nationally representative surveys, such as
the National Health Interview Survey of the National Center for
Health Statistics and the survey on Income and Program Participa-
tion of the Bureau of the Census, often And up with inadequate
numbers of very old people for many needed t:Tialyses. The quality
of the data, moreover, may be poorer than that of other age groups
because of problems of collecting adequate data on very old people.

Second, there is a need for mote comprehensive and longitudinal
data on older people. Many suffer from multiple illnesses, and we
need to know more about the interactions between the different ill-
nesses and a number of social and economic factors. Rates of insti-
tutionalization are dependent upon multiple risk factors, and we
need more information on all of these.
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Many of these factors, in turn, are related to housing costs, re-
tirement trends, trends in living arrangement, age at widowhood
and the availability of long-term care insurance.

Data relevant to many of these aspects are obtained by various
Federal agencies but have not often been interrelated, and more se-
riously, have not been reported in sufficiently small age intervals,
that is, such is 5-year. age intervals.

At-a national level, we know comparatively little about the tran-
sition of individuals into and out of dependency and the pathways
of individuals through the ong-term care system. Some of our
more recent data 'indicate, for example, that there is a significant
move back out of dependency -and out of long-term care institutions
which has received relatively little attention up to now. Both longi-
tudinal and comprehensive data are needed in order to understand
these transitions more fully, which should also help in developing
more effective methods to reduce 'dependency and the use of long-
term care services.

Finally, a significant amount of the data'that is collected is
never adequately analyzed, in part because there are too few epide-
miologists, demographers and statisticians who have the substan-
tive and methodological knowledge needed in order to analyze data
on older people. 'We need both to develop new ways to increase the
number o, trained scientists in this area and to increase our efforts
to make data available in a timely fashion to Federal agencies and
to extramural scientists.

There are a number of highly cost-effective ways to improve on
what is now done, such as reporting by 5-year intervals throughout
the age span; piggy-backing or sharing of surveys; linking survey
data with admmIstrative records under strict safeguarding of confi-
denaality, and resurveying respondents from previous surveys.

Our Institute is eager to work with the Bureau of the Census, the
National Center for Health Statistics, the Social Security Adminis-
tration and other agencies to accomplish these objectives.

Thank you.
Senator GRAFBLEY. Thank you.
Dr. Keane?
Mr. KEANE. Chairman Grassley, the Census Bureau, as factfinder

for the Nation, is responsible for the collection, compilation and
dissemination of basic information on the size and characteristics
of the nation's population. Through the Decennial Censuses and
numerous surveys, we are able to profile the population and its de-
mographic, social, economic and housing status.

We continually stride to improve our data collection and dissemi-
nation efforts to make our data as accurate and useful as possible.
As the older population has increased and will continue to do so in
the future, we have become ever more involved in effects to supply
policymakers, researchers and other users with detailed informa-
tion on this important segment of the population.

Some of what we are doing or hope to do is described as follows.
Research on the older population can be complicated by problems
that do not occur in research on other segments of the population.
Here are some of the difficulties and challenges:

One, the planning and coordinating of data collection efforts for
the older population will be greatly enhanced by the establishment
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of the interagency forum on aging-related statistics. For the first
time, those agenines most intimately involved in the development
of data on the older ropulation will have a mechanism for commu-
nicating among themselves and with other users on data needs.
Sharing plans for data development at the conceptual stage is vital
for an efficient, useful statistical system.

Two, the issue of data quality can be particularly difficult to
solve because some older respondents, particularly those in institu-
tions,, may be cognitively impaired. Further, we are examining: the
way we ask questions about age to ensure that the design of tie
questionnaire is not misleading. We are also looking at ways to use
administrative records to check on the acc: l'Ar7, of the data we col-
lect.

Three, as the attention of the Nation has focused on this growing
segment of the population users have asked for more detailed in-
formation on the older population, as well as for data on a particu-
lar segment, the oldest old. Two groups of efforts are being made or
considered to meet these demands.

First, we plan to publish data in greater detail than in the past
in the 1990 census and in surveys, including sho :ring information
for age groups within the 65 and over population and for other
characteristics, such as gender, race, ethnicity, family type, and so
forth.

Where surveys are the source of data, techniques such as averag-
ing data over samples for several years or providing estimates in
ranges for given levels of confidence are bemg used on an experi-
mental basis to minimize the impact of too small sample sizes.
With ranges, users can obtain estimates for subgroups of the older
population never before available, even though the precision of the
data will not equal that obtained if the sample sizes were larger.

Increasing the sample sizes would produce more precise data, but
t,:at is also expensive, especially for the oldest old, since the popu-
lation 80 years and over constituted just 2.5 percent of the popula-
tion in 1985. They are a small but important subgroup from a
policy perspective, because it is projected that the Federal Govern-
ment will spend $80 billion per year on the population .'n years
and over in less than 15 years. That makes it imperative to get the
most out of the data already collected.

The second kind of effort to get more detailed information con-
cerns new data collection efforts. These range from adding supple-
mentary questions for older respondents to ongoing surveys to link-
ing data files with administrative record systems. Linking of data
sets could be used, for example, to add detailed information on
health or disability to data collected on socioeconomic status. While
the linkage of records is efficient and potentially valuable, confi-
dentiality of the data must be ensured absolutely, and privacy
issues are paramount.

Four, an important part of our job is to get data to users in an
understandable and useful format. We are investigating ays to
make the data more accessible and to disseminate data more
widely.

And five, finally, we want to facilitate the analysis of the data
we produce. To that end, longitudinal data files, files that contain
information on the same person over a period of time, are being
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created and techniques developed for using such files. These kinds
of files are needed to study the impact of events on persons; for ex-
ample, the impact of retirement or the death of a spouse.

Also, efforts are being made to facilitate comparisons of the
status of the other population in other countries with our older
population. This requires the development and use of standard defi-
nitions and tabulations. As you can see, there is much to be done,
but we welcome any s estions this committee or other users
might have in that regar

Senator COCHRAN. you very much, Dr. Keane.
We now have Dr. Mannirg Feinleib who is the Director of the

National Center for Health Statistics. Welcome to the committee.
Dr. FEINISIB. Thank you very much, Senator Cochran. I will take

Senator Grassley's admonition to proceed with the testimony, al-
though it is difficult to not thank you directly for inviting us to
these hearings and participating in these hearings.

The National Center undertakes more than a dozen different
data systems to document the health of the people in this country.
I will use this time to briefly summarize some of the major efforts
of NCHS to produce health data on the aging population. For each
activity, I will highlight some opportunities we have to increase
our knowledge of the health of older persons.

One effort is producing longitudinal data, which are important to
identify changes in health over time. From such data, we can
follow a person from the onset of a chronic condition to disability
and eventually to death; relating the impact of a variety of events
such as retirement or death of a spouse to the health outcomes of
the individual. NCHS has two current examples: The National
Health and Nutrition Examination Followup Survey, referred to as
the NHANES I Followup Survey, and the 1986 longitudinal study
on aging._

The NHANES I Followup Survey has recontacted individuals
who were given physical examinations more than a decade ago.
The longitudinal study on aging is reinterviewing older persons
who were first interviewed as part of the National Health Inter-
view Survey 2 years ago. These surveys are giving us additional in-
sight into risk factors which are related to the aging process and
which may contribute independently on how changes in function
influence longevity and admission to nursing homes.

Both surveys were the result of collaboration with NIA, and we
are jointly exploring additional opportunities for longitudinal data
collection. One such opportunity is to recontact families of resi-
dents surveyed in our 1985 National Nursing Home Survey to
learn about discharges and readmissions. Another opportunity is to
repeat the longitudinal study on aging periodically.

A second activity important to the data on aging is record link-
age. The linkage of survey data with administrative records can
expand our longitudinal data and is highly cost effective. Over the
last several years, the National Center has developed the National
Death Index. This provides a mechanism to link records from vari-
ous studies to death records, which are kept by the States, and is
used with all of our surveys of older persons.

We also have been discussing with the Health Care and Financ-
ing Administration the potential for linking Medicare administra-
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tive records to the samples of the two longitudinal surveys I just
mentioned. A key initiative for statistical policy is to facilitate
record linkage while protecting privacy and confidentiality. From
our initial discussions, and as you have just heard, this is an impor-
tant area of focus for the forum described earlier by Dr. Keane and

A third NCHS activity is assessor` he feasibility of including
older_persons in the 1988 National Health and Nutrition Ryamina-
tion Survey. This survey is unique, because it collects data from a
phy ical. examination and from laboratory tests on each partici-
pant. Until now, this survey has excluded persons over the age of
74, mainly because of problems iir examining older persons at our
mobile examination centers. We are now reassessing the possibility
of including people of older ages in several different ways, includ-
ing conducting a limited physical examination of older persons in
their homes or in minivan which can be parked nearby, rather
than bringing the elderly people to our examination centers.

A fourth activity is conducting methodological research on meas-
uring the health If older people. Some of our current activities in-
clude: The planning of two international conferences, one on the
topic of measuring the health of the aging and the other one on
issues of recording the underlying cause of death; focusing on how
to measure the quality of life of older people, an issue of growing
concern as longevity has increased; and planning a workRhop on
measuring the cognitive deficits in older persons, which is impor-
tant to determining the prevalence of Alzheimer's disease and the
ability of older persons to live independently.

Finally, the fifth activity which I would like to summarize is
analysis and dissemination of our data. Our experts have prepared
special analyses or mortality trends, nursing home care, tr e need
for home care and such issues as urinary incontinence. We have
collaborated with the National Institute on Aging to produce a new
periodic statistical report on aging, and we have f.iven special at-
tention to the timely release of public use data tl..pes in order to
allow wider acceas to our data by extramural researchers.

In summary, I believe we can greatly improve the relevancy and
availability of health data on the aging, and increase collaboration
among the agencies.represented here this morning as well as many
others. I am looking forward to working through the forum to en-
hance the relevancy of NCHS data for research and policy analysis.

Thank you.
Senator COCHRAN. Thank you very much for your excellent state-

ment. We have as our fourth member of the panel Jane Ross, who
will provide some testimony with respect to the viewpoint of an
agency providing benefits to the elderly population.

Ms. Ross. Mr. Chairman, it is a pleasure to be here today to dis-
cuss statistical policy for an aging America. The Social Security
Administration welcomed the convening of the May 2 summit
meeting of Federal agency heads to discuss information needs re-
lated to the aged. With so many agencies involved in collecting
data relating to the aged and in operating programs to assist them,
and with the need we all have to use scarce resources effectively, it
is essential that we have a mechanism to assure that data gaps are
filled and that we avoid duplication of effort.
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We believe that the summit meeting and a continued interagen-
cy forum, are positive steps toward our goals of cooperation and co-
ordination. We share the enthusiasm being expressed by others
here today. about the potential for more collaborative efforts, espe-
cially the coordination of sur.vey activities.

We also support the call for maximum use of linkages between
data files,, always with the strictest regard for confidentiality con-
cerns. Further, we welcome the inclusion' of operating agenciessuch as SSA hi these interagency discussions to determine prior-
ities among data needs.

The gropdeed 'mix of data collectors, researchers and othbe uses
of information helps' to ensure the relevance of all of our informa-
tion-gatherbig activities. We at SSA are confident that further
joint efforts 'will strengthen and improve the focus of our own sta-
tistical and research activities, as well as those of other participat-
ing agencies.

I would like to turn now to a brief discussion of some ongoing
activities in the Social Security Administration that pertain to the
aging of our society. Specifically, I would like to discuss work we
have in progres0e assess the economic status of the aged and to
analyze the work ,uipEicity of older persons and the demand for the
services of such workers.

With regard to the economic status of the aged, SSA conducts its
own occasional surveys and uses the recurring surveys of the
Census Bureau to assess the economic well-being of the aged and
the trends over time in their economic status. For example, we re-cently conducted a New Beneficiary Survey, which enables us to
examine in detail the economie status of current retirees and to
compare their economic status to that of a cohort of new retirees
surveyed a decade ago.

SSA researchers also are using the Census Bureau's Current
Population Surveys and Survey of Income and Program Participa-
tion to assess the inktome of wealth of 5-year age groups within the
aged population and to track the incomes of aged cohorts overtime.

We also understand that others are contemplating a reinterview
of those previously involved in our Longitudinal Retirement Histo-
ry Survey, which tracked; for 10 years, a group of persons ap-
proaching retirement beginning in 1969. A reinterview of that
sample would provide valuable insight into what happens to the
income of older persons as they age and into the economic status of
the very old, those entering their eighties.

On topic of work capacity and demand for older workers, there is
much interest in how increases in life expectancy will affect work-
ers' ability and their willingness to work. For example, we are ana-
lyzing data from the National Health Interview Survey sponsored
by the National Cen'2r for Health Statistics to determine trends in
the health status and work capacity of older workers and to sug-
gest whether projected increases in longevity will be azcompanied
by an extension of active worklives.

Another project is using data from the New Beneficiary Survey toanalyze the relationship between the decision to retire and a per-
son's occupation and health status.
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Whether older wcAers will be willing to work longer as they live
longer -.is another research issue. Before projections of the future
can be made, better understanding is need or past trends. A
project We plan to do in:housa-will examine trends in- retirement
since 1960, using data both on labor force participation and on the
ages at which Social Security benefits are first claimed. Those are
two different definitions otretirement.

Whether older workers, will work longer also is a function of the
demand for older workers. Many private pension plans, for exam-
ple, provide incentives for older workers to continue to work.
These plans pay Su,ll benefits at age 62 or they give no credit in
pension.calculatiorisior workperformed after age 65.

Further, the results of a recent grant sponsored by SSA suggests
that few employers offer other incentives to, keep their older em-
ployes working.

SSA is funding further analyysais of how pension systems and em-
ployers will respond to the changing age structure of the labor
force.

Many of the topics have outlined complement and utilize the
work of the National Institute on Aging, the National Center for
Health Statistics, the Census Bureau, and others. We at Social Se-
curity-look forward to saaborative efforts among us as we purely;
common research interests.

Thank you.
-Senator COCHRAN. Thank you very much, Ms. Aces, for your as-

sistance and your testimony this morning. In looking over the
topics that have been discussed by this panel, I wonder whether or
not there is any difficulty in using data compiled, fel. instance, by
the Census Bureau, which has a very strong allegiance for confi-
dentiality and maintaining integrity of the process so that informa-
tion can be obtained with those assurances being made to the gen-
eral public. How is that to be integrated into a data base for shar-
ing among other agencies without breaching that confidentiality?
Is that a problem? I know Dr. Feinleib might comment on that,
and Dr. Keane, as well.

Mr. KEANE. Perhaps the observations of our users would be more
pertinent than ours. As you know, we acknowledge the importance
of confidentiality. There is no more important shared value that I
know of in the organization than the confidentiality, the protection
of a responder's privacy.

But beyond that, we have always balanced it wit's the need and
the use and benefit of our data, and as long as tt ere is no disclo-
sure of an indiviLual's identity, we will share thzc data withiL our
title XIII authority.

Senator COCHRAN. Dr. Feinleib?
Dr. FEINLEIB. These are essentially two types of collaborations

envisioned with regard to the sharing of information. One is at the
aggregate level, where you need data on subgroups of the popula-
tion. With this, the Census Bureau has been extremely forthcom-
ing.

We are trying now to determine mechanisms for sharing data at
the micro level where it is important, to sometimes check the char-
acteristics of an individual, auch as economic or social characteris-
tics, to relate it to other data for that individual. Otherwise, we
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wouldn't know what socio-dembg,raphic "cell" to put the individual
in. This is 'the issue that is most important now, to be able to pro-
vide mechanisnis foe-exchanging this information while preserving
the confidentiality of the' datiV and the privacy of the individuals.

'Senator CommAlq. rneticeCili the testimony Of Dr. Williams
there is a reference,to support' for a data archival center at the
University of ,Michigan. Tell me about that center and whether or
not it is an appropriate model that could be used for maintaining a
data base or an accumulation of information that can be used by
all of these and groUis.

Dr. Wnaulid. The archival center plays a very important role in
making available to the public use data that have been released for
public use by a ;,,arietY orstudies,..including studies of the agencies
represented here, as well as 'various Other research projecti that
are tuided by NIA and other branches of the Federal Government.

After data have been 'autfullY phecked foi'Veracity, for correct-
ness, and haVe been approved fin: release in aggregate formthat
is, not in a form in which individuals can be identifiedwe or the
researchers proVide these to the center.

The staff of thecenter keep4 track of the data, maintains a cata-
log, and ,issues periodic announcements of its availability to the
public, and cientists. who are qUaiii.ed and capable of analyzing
these data can then acquire these. data tapes or records and con-
duct further research analyses on them.

So,it is a very important resource. I also want to emphasize that
these are data that have been released for public use. Now, I be-
lieve we might see a. siMilar arrangement, between the two pro-
posed centers withinthe Bureau of the Census on the one hand
and the National Institute for Health Statistics on the other. Data
records that are kept within the Federal domain would be accessi-.
ble to different, agencies through an archival system where they
are cataloged and accessible to quafied people.

I would be interested in talking to either Dr. Keane or Dr. Fein-
leib about this.

Senator COCHRAN. What is your reaction to that, Dr. Keane?
Mr. KrAza. I would be in general support.
Senator COCHRAN. Dr. Feinleib?
Dr. FEINLEIB. Very much so. One of our principal activities is

providing 'public data tapes for investigators which contain data, at
the micro level, for analysis, but still preserve the confidentiality of
the individual person.

Senator COCHRAN. I noticed that in one statement, I think it was
Dr. there was a reference to gaps in the .formation re-
lating to the elderly population. I wonder if, in the development of
the 1990 ^ensus rquestionnaire, there is being planned a group of
new quei.aons to fill in some of those gaps that are referred to.

Are we' to find out more about the elderly population in
1990 than' we did in 1980?: ---

Dr: KEANE. The answer is yes, we Will find out more about the
elderly population, 'perhaps through either modification of ques-.
tions or additional questions'. That is under study now through our
test censuses, and probably the most important one is the one
going oh mow, the National Content Test.
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-So the final decisions are vet to he made on: those..There is one
other issue, though,. that,does not inyolye additional, questions or
modification of a question that would supply more data, and that is
Simply having more data breaks in the elderly population than just
65 -ands over. In othei words, under consideration ,now are ,five
breaks where possible: 65 through 69; 70,tbrough 74; 75 through 79;
80 tin:m.16 84 and 85 and over. .

In the 1980 census, by -contrast, there were some detailed age
*alp, but not as many as planned for 1990 but it is somewhat de-
pendent on 'the size of the sample base on the long form question-
naire as .to what item. So it will be'on an item-by-item basis as to
how mzuWEigebteaki.

end where I 'began: Yes, there will be more data on the elderly
Pepidation out of the 1990 census.

Senator CoCHON. I noticed, too, there were some cOmments
about the economic ,situation of the elderly and its relationship to
policy. Is it important in this fors that is trying to look at these
issues for there to be policymakers as well as statisticians and in-
formation gatherers on bciard?'What is 'your` opinion of that, Dr.
Ross?,

Ms. Ross. Well, as a representativg from an operating agency, es-
pecially4 where we are involved daily in operating and legislative
policy, we think is critical. We all are aware of what the broad
issue areas are, but on the particulars within those issue atm that
need to be researched or where there is a need for partfeuhr data,
we really need the input of policymakers and 'policy analysts as
well as researchers and the data gatherers. We think the structure
that, has people like us, the operating agencies, involved is critical
to the success of -these data collection/integration efforts.

Senator Cooxiii.x. Dr. Keane, what is your reaction to that?
Mr. Krmotz. We heartily agree that certainly, the views and con-

cerns, of policymakers ought to be reflected in there; and so the
Social Security Administration was at our May 2 meeting, repre-
sented by Martha McSteen.

We would like to keep it inAnageable, also. By "we" I am talking
about those of us who cochaired the forum. I don't know; are you
thinking of applying for membership as a Member of Congress?
[Laughter.]

Senator COCHRAN. I have got enough meetings to attend now. I
really didn't have that in mind I appreciate your thinking of me.
[Laughter.]

Dr. Williams?
Dr. WnxiAms. I might just add that the Health Care Finance Ad-

ministration was represented in our May 2 meeting and would be a
part of our ongoing forum, as well as other agencies that have a
big stake _in policy. Staff of congressional, committees were also
present. We welcomed their participation.

Senator Come.AN. In the testimony, of Dr. Ross, there was a com-
ment about improvements in life expectancy and whether or not
that has been translated into equivalent improvements in the abili-

rty of older persons to work. As I understand it, there has not been
the correlation that one might arsume. I wr.., rather stirprized by
tha:,.

What are the implications of that finding, or are there any?
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Ms. Ross. We are not entirely sure at the moment what we have
our hands around. We have done some work which indicates,that it
may be the case that people are being kept' from death, from dis-
eases like heart' attacks; This allows them to live longer, but
doesn't necessarily allow theni to have more years of healthy 'life;
they may hive more years of life- with a disability. So that it may
be that the type of medical inwroyemente that have occurred in
the peat several years have'had the effect of increasing the propor-
tion of the Population'in older:4es that is unable to work.
';Oire Of the things we =are very interested in talking, with our

'health colleaguedliboht tihri ongoing forum is what we can do to
develop better measures of the ability to work. Thekinda of ques-
tiona 'People are usually asked on surveys about activities of daily
living or about what kinds of impairments they have don't really
get to the heart of whether they are to work.

-Smile of the kinds of questions-that are asked about whether you
can do your crietchnary' activity, can help us to understand a little
more whether the population is more, or leis able to work. But, we
think this is an area that will `benefit from our exchanges with
people in the health areas:

Senator COCHRAN. There is also a comment about retirees having
greater. 'assets than their parehte and that retirees continue to
save. How will this trend affect the Social Security Assistance Pro-
gram,If ell?

Ms..Ross. There are certainly more, older people with .assets. but
the amount of assets that individuals have is, on average, a very
small amount. We hope that retirees will have more assets in the
future; assets are'one of the compohenti of income that we expect
people to have at the time of retirement.

The Social SeCurity Administration is providing one part of our
retirement income as' a nation. It provides earnings replacement.
But whe SOcial Security was conceived, and certainly now, people
think of -it a only one part of retirement income; income from
assets is the second. part. Private pensions are the third part of the
income that people are expeOted to have.

It may be that it will be more true in 'the fut e that people Will
have a better balance among these three than they have had in the
past.

Senator COCHRAN. In Dr. Feinleib's statement, there is reference
to standardization. Is this something where one agency is just
simply going to be looked to for developing standard definitions?
How will we standardize definitions that will improve the compat-
ibility -of data and information which is collected by various agerk:
cies?

Dr. FEINLEIB I think that was identified as one of the main
topics for the forum, which we reported on earlier. By listening to
the views of the different agencies, their concerns as to what kind
of information they need and what objeceves they have, and what
problems they have in standardizing, the data, we can work togeth-
er to develop standards that will be satisfactory to each of the
agencies.

Senator COCHRAN. Improved integration of socioeconomic data
nth health data has been cited as an important need. Why is this
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important? Have any of your surveys attempted to relate socioeco-,,
nolinc: data to ,health?

Dr. FRINLEfil. Yes, there are many examples where the socioeco-
nomic level or conditionsinfluence the health and the availability

4 of acceisto health are and use.Of health care.
On particular example is in the use of long-term care facilities.

A person's nee(for, and admission to, institutionalized long-term
care often,dePends upon the number of children the person has,
and whether those children are ,able to assist their parents in
living alone. Medical eligibility is determined by what their assets
are. All ,these things are very .iniportant in interpreting the transi-
Lion "fronviridepezident living to, institutional living.

Senator COCHRAN. Dr. Williains, you mentioned the relatively
low cost of resurveys and piggyback surveys. Could yoU,give some
examples?

Dr. WILLIAMS. Yes, Senator Cochran. I think that this illustrates
how we .canreally benefit by our working together. One example is
the Longitudinal Survey of the Aging, which the National Center
of Health Statist:kis is undertaking and which our Institute is help-
ing support in order to collect more information from the respond-
ents who. are yeryold. We canthus, get dati'which .we,think is very
important, on. the very, old ,at Very modest additional costs com-
pared to what has already hien invested inthis gurvey.

,a,r4
Other examples that would involve the s.aine principle might be

followups to the National.Nursing Home Survey; to the Social Se-, curity Administration's Retirement History Survey; and to the
Health Care Financing Administration's National Long-Term Care
Survey. All thee example a involve :-Alowups of an already existing
survey. It is thus possible obtain, at very ,modest costs, much
more information on, specific target groups such as the oldest old.

Senator CoCHRAN. We appreciate so much your responding to the
questions and preparing the statement for the hearing. I am very
impressed, with the amount 0 work that has` gone into this, and I
hope ver,much that it turns out to be a helpful exercise. for all 'of
the agencies concerned' and for our subcommittees; whO are con-
stantly trying to evaluate the effectiveness of Our legislative initia-
tives and Federal programs that do affect the elderly directly.

I think we should, at this point, too, commend Dr. Keane and Dr.
Williams for the initiative shown in the development of the forum
and the meeting that was held in May to try to resolve some of
these issues and improve the sharing of information.

That concludes the testimony of this panel. We thank you all for
being here and cooperating with our subcommittee very much.

Our last panel includes Prof. Sam Shapiro, chairman of the
panel on statistical requirements for policy in an aging society and
professor emeritus of health policy and management at the School
of Hygiene and Public Health of Johns Hopkins 'University; and
Jack Cornman, executive director, of the Gerontological Society of
America.

We welcome you both to the hearing. We have statements which
have been prepared by you for the hearing, which we appreciate
very much. The statements in their entirety will be made a part of
the record, and we would encourage you to make such summary
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comments and statements from the written testimony as you care
to make.

We appreciate you being here.
Mr. Shapiro, you may proceed.

TESTIMONY OF SAM SHAPIRO, CHAIRMAN, PANEL ON STATISTI-
CAL REQUIREMENTS FOR POLICY IN AN AGING SOCIETY, AND
PROFESSOR EMERITUS OF HEALTH POLICY AND MANAGE-
MENT AT. SCHOOL OF HYGIENE AND PUBLIC HEALTH OF
JOHNS HOPKINS UNIVERSITY; 1 AND. JACK CORNMAN, EXECU-
TIVE DIRECTOR? GERONTOLOGICAL SOCIETY OF AMERICA 2
Mr. SHAPIRO. Thank you; Senator. I do want to thank the sub-

committees for the opportunity to participate in today's hearings.
But before I start with my summary comments, I want to remark
that I was very pleased to hear in Senator Grassley's opening state-
ment that the inventory of data sets related to health of the elderly
will be published as part of the report of these hearings.

This inventory_ was prepared by the panel you identified a
moment ago, Mr. Chairman It is the most comprehensive docu-
ment available today on national data systems that produce infor-
mation on the health of individuals, health care expenditures, serv-
ices provided, and health care resources. The inventory, I am sure,
will be indispensable to many groups, Federal and State govern-
ment agencies, congressional committees, voluntary organizations,
many academic institutions and researchers who are increasingly
contributing to an understanding of our aging society.

Our panel is now preparing recommendations which will be
available later in the year. At this point, I can talk about a number
of the assessments concerning data needs that reinforce what has
already been presented in today's hearings. Their particular value
is that they reflect the consideration of a panel of scientists from
many fields, slid whom are expert in data required for developing
health policy.

We know that far-reaching changes have taken place in the size
and composition of the aging population. We also know that the
aging are a very heterogeneous group, subject to major changes in
life circumstances and health care needs and 'costs. A major ques-
tion, as we heard earlier today, is whether the increases in life ex-
pectancy we are now experiencing are associated mainly with pro-
longation of dependency and major increases in health care ex-
penditures or with additional years of independent functioning.

This is extremely important for projection of needs among the
aging for health care personnel, hospital and nursing home beds,
and home care services. We could be led astray by assuming that
the aged of the future are simply the same as the aged of today,
except that there are more at the oldest ages.

A starting point would be infoimation on what is happening
today. We need to know, for example, the extent to which older
persons remain in good health and the changes that occur as they
move from the state of health V) another, whether this marks an

'See p. 42 ''or Mr. Shapiro's prepared statement.
'See p. 56 for Mr. Carman's prepared statement.
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improvement or progressive loss of function leading to disability,
dependency, and, ultimately, mortality.

This type of data requims repeated observations on the same in-
dividuals over time, that is, longitudinal information. Such infor-
mation would throw light on the magnitude of health care and
social needs of a particularly vulnerable .group among the aging,
that is, the long-term care patient. A common phenomenon is the
exhausting of their life savings and dependency on Medicaid to
meet continuing health care, expenses.

The context for much Of the interest in data on the aging has
been the concern about high health care costs and the prospects of
even greater costs as the numberi and age compoidtion of the aged
change. But increasingly, the -steps that are being taken for cost
containment raise questions about .quality of care. Measures of
quality of care need further development, but a significant start
can now be made in determining whether professional standards
for the process of carethat is, what is done to and for the patient
and how it is doneare met, and whether the outcome of care is
favorable in terms of health status or maintenance of desirable and
achievable levels of health.

We are fortunate in the United States in having national infor-
mation systems that have already produced useful information for
health policy and planning purposes, and, with adequate funding
and coordination, could provide a sound basis for meeting many of
the data needs you have heard about this morning.

Some of the steps required can be eumraarized as follows: Link
information collected in national surveys to the administrative
records of Social Security Administration and HCFA while protect-
ing the confidentiality of the individuals involved; develop longitu-
dinal information on changes in health and personal circumstances
predictive of transitions to different levels of dependency or inde-
pendent living; increase sample sizes in surveys to overcome the
present restrictions in- assessing, conditions related to those 85 and
over; reach agreement on uniform definitions and classification
schemes; conduct methodological research to improve the tools we
have to forecast' changes in the functional status of the elderly and
their health care use and expenditures; adopt procedures to assure
timely availability of the information; and provide a mechanism for
continuous review of data needs, setting priorities and increasing
the likelihood that the information will be produced.

As -I indicated, later this year, specific recommendations that
flow fiom many of these considerations will be available, and I
hope there will be a further opportunity to make a presentation on
these recommendations.

Senator CociutAN. ,Thaisk you, Professor Shapiro, for your testi-
mony.

Mr. Cornman, you may proceed.
Mr. CORNMAN. Thank you. I will try to briefly summarize the

three major points in my testimony. Those points are: One, the im-
portance of statistics in an aging society, two, the effects of past
budget cuts on Federal data collection programs; and three, some
recommendations to move us toward a statistical policy in an aging
society.
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As previous witnesses have testified, with 'the aging of our popu
lation, our society is moving into some unchatted waters. Those
who question the-vitality and overall progressiveness of our society
should beveniinded-of the fact that.more people are living.longer is
w great sticCess, story, the result of successful investments made by
past and present generations in research, education, public health,
and adenomic,growth.

But withimccese comes new challenges and need for new data to -help shape ouriwponsesto those challenges. As we have heard on
numerous occasions already today, the. most striking occasion of
the need for new data is the rapidly growing population of persons
aged 85 ,anct over. Not too many.y.ears ago, there was little need to
collect data.on that.age.group.

Not surprisingly, Federal data collection programs already have
been affected by reductions in Federal budgets and can be severely
damaged if the Gramm-Rudman-Hollings mechanism ordering the
broad sequestering of funds is triggered. .

Because many of society's members are users of Federal statistics
and because, of the cutbacks in Federal data programs, the Geron-.
tological Saciety created a special task, force in 1983 to monitor
trends, in Federal programs collecting data on aging. In December
of 1984, the Society published a report on the Cutbacks, that the3e
programs had experienced through the period 1980 through 1984.Today, we are releasing an update of that report, which con-
chides that while 1985 was not a good year, it was somewhat better
than the previous 4 years. Italso notes that the future is, at best,
uncertain, given the potential impacts of the Gramm-Rudmmi-Hol-
lings, Act or however Congress! decide:s to reach its deficit targets.

The two report's document the three approaches to cutting back
data collection programs. Those are: One, reducing the number of
people surveyed; two, m `the time between surveys; and
three, reducing proftissionar.

Each of thew approaches has serious implications for the utility
of the data collected. Reductioni in number of people surveyed to
need single size istoo small to analyze data for particular groups of
people. For example, becaluie of such a reduction, there are too few
cases included in the National Health Interview Survey to describethe active life or health of,life of 85 and moreover, who happen to
be the major users of health Care services in the country.

Increasing time ,between surveys means policymakers will have
to work longer with data findvait longer for current information.
Again, for example, with the National Nursing Home Surveys, now
to be conducted every 8 rather than every 4 years, we will have no
data from this survey on the impacts of a prospeotive payment
system for reimbursing hospitals until 1987.

Finally, cutbacks in hiring young professionals to be trained to
manage the Federal Government data collection programs threatenthe future utilities of these programs. Because universities cannot
run training programs for managers of these programs, on-the-job
training over a good number of years is the only way to develop
tomorrow's data program managers and professionals.

Yet, because of personnel ceilings, staff reductions, and uncer-
tainty about Federal employment, young professionals are being
neither attracted nor hired to work on these programs. Looking
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ahead, the society would like to offer three general recommends-
tior s: First, Congress must not leave the future of data collection
programs .to the less than tender mercies of the Gramm-Rudman-
Hollings Act. With the reductions already experienced, further cuts
would. diminish seriously, if, not destroy, the usefulness: of many of
these dataiisses.,..

The society therefore urges Congress, at a minimum, to re .st
any further cutbacks in Federal c'dtta collection programs re! king
to the aging of our population.unleas thorough, professionally eval-
uated studiei show tliat a cutback, won ld-not damage the creditabil-
ity and the utility, of the data Source.

We :were, in. fact, tempted to recommend a flat rejection of any
further reductions in these programs, but we do realize some non-
damaging savings might be achieved through better coordination of
the agency collecting the data, which brings me to our second rec-

. ommenuation: The society' strongly supports the creation of the
interagency forum, which has been discussed before, and of the pro-
posal to, create statistical centers on aging in the Bureah of the
Census and the National Center for Health Statistics, and we hope
that the National Institute of Aging would also be involved with
our sector to help,coordinate and bring the results of research in
aging to these centers.

We do, however, have one strong caveat in mAking that. reconi-'.
mendation: These centers should have fennel advisory committees
composed of nonexecutive branch user*. .1 the data to help identify
critical information needs and help assure the data produced will
be in the most useful form. By users, we mean researchers, policy
analysts, policymakerK including representation from Congress:

Further, these centers could be viewed as mOdels, which, if suo.
cessful, could be adopted to coordinate data programs relating to
other subpopulation groups, in Eartieular, in my view, for children.
By way of example of how outside' advisers can assist Federal data
program planners, I hate submitted for the record the list of rec-
ommendations that the society prepared for the 1990 census.1

1 will not review those, recommendations now other than to note
that the Bureau has been" most responsive to the recommenda-
tions by including some of them in the pretest of the 1990 Census.

I urge your subcommittees to review and to transmit your views
on those recommendations to the Bureau Finally, we recommend
that Congress authorize steps which would allow these data pro-
grams to attract and hire the young professionals who will become
tomorrow's managers of these programs. Two possible approaches,
both difficult, but perhaps we can work them out, would be to pro-
vide some flexibility in personnel ceilings to allow the hiring of
young prefessionals and provide these young professionals some
degree of job security.

In summary, the society welcomes the interest of these two sub-
committees on this issue of statistical policy for an aging society.
While much of today's society has focused on the needs relating to
the elderly, I hope we will all not forget that an aging society in-
cludes people and children of all ages across the life course.

'See p. 158.
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It is important that the statistical foundation for our laws, poli-
cies, regulations, and planning be maintained and improved for all
age groups. Many of the charts and figures aid projections present-
ed today could well be changed for the worse if we do not respond
also to the needs of the 25 percent of our children now living in
poverty. .

I urge this subcommittee to continue their interest in this topic.
The best Iaid plan for coordination can fail for lack of adequate po-
litical support andlor lack of adequate funding.

Thank you very much.
Senator COCHRAN. Thanks, Mr. Comman.
Let me simply respond at this point to the concern expressed

about the across- the-board reductions that might be required under
the Graram-Rudmah-Hollings Act. I couldn't agree more with the
concerns that are'mentioned, and I think most in the Senate share
that view, that a maximum effort needs to be made by the Senate
to help ensure that the deficit targets are "reached through the
budget and appropriations process 30 that there won't be an ac-
cross-the-board sequestration under that law.

To me, that would be catastrophic and an abrogation of our re-
sponsibilities as 1%-gislators if we permitted that to occur. So I speak
not just for the benefit of this program and this effort that we are
discussing here today, but many other program activities which
would be devastated by a sequestration.

From your testimony, I understand we are going to be getting a
report. Professor Shapiro mentioned a report that is going to con-
tain recommendations. Do you think this report would be a good
working document for the interagency forum as it goes about the
task of identifying ways that the agenciee can work together?

Mr. SHAsnto. One of the very happy developments over the last
few months, from the standpoint of the panel, is the holding of the
summit conference. The projected interagency forum and the two
centers mentioned here this morning represent a parallel activity
to what we at the panel have been carrying out. From a timing
standpoint, it is absolutely perfect.

I hope that not only our recommendations, but the material we
are developing that discuss fully the basis for the recommendations
will become an exceedingly important working document for this
interagency group.

Senator COCHRAN. Will you make available a copy of your recom-
mendations io our committees? We would be anxious to have it.

Mr. SHAPIRO. We would be delighted to.
Senator COCHRAN. Thank you very much for that.
Has your panel identified overlaps acid gaps in the data systems

that have been reviewed? I know that there is a compilation or an
inventory of date: systems that has been undertaken by the panel.
Can you tell us anything about that?

Mr. SHAPIRO. The issue of overlap is an extremely important one,
which our panel is in the process of addressing. As I see it, howev-
er, the problem of overlap in no way compares in importance to the
need for the types of information that are already being produced
and the improvement and enhancement of the information systems
that are necessary.
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I do not believe the question of overlap is an urgent one. Howev-
er, the interagency committee or forum will certainly want to ad-
dress that area, as will our panel. And to the extent that we do
find overlap that might be dealt with, the subject will be consid-
ered in thereport we are preparing.

I just want to emphasize that I do not see a major issue at this
point in the question of overlap.

Senator COCHRAN. Mr. Cornman, in connection with the overlap
and gaps issues, do you have any comments about the focus of the
forum or the panel that Professor Shapiro is describing?

Mr. CORNMAN. Only in general. I would leave it to their exper-
tise.as far as the. question of overlap. Our studies have just tried to
look at what has been goingion in losses of data, not at the overlap
and gaps. I think, though, that from a credibility point of view, a
point of view of using what resources we have, efficiencies that are
possible, we certainly- should look at overlaps as a way of making
our program more efficient.

I would also, though, reemphasize that we sometimes spend too
much time looking at a very small tree in blowing forests. I am not
sure we should spend too much time looking at overlaps if it is not
as serious as he says it is.

Senator COCHRAN. What role do you see, if any, for your organi-
zation in relationship to the forum or the panel's work?

Mr. CoRNM N. We would love to give you advice that you will
accept. [Laughter.]

The Professional Society of Researchers and Educators in Geron-
tology would be pleased t' sz,operate in any way we can, in suggest-
ing names or as an organization, being involved in advisory com-
mittees if that might be suggested. We will play a role in either of
those senses, as an institution or as suggesting people that we
think would be useful members of the panel.

Senator CoCHRAN. In your previous statements, you've men-
tioned a phrase. You talk about "intergenerational equity". I was
thinking about standardization of definitions, and I wondered what
your definition of that might be.

Mr. °DENMAN. We have a long report on that subject, which I
think we sent you a copy of. Generational equity is not a term that
I think you can define. We have problems; we have needs; we have
challenges to respond to, and we should respond to those, and we
should create opportunities for people of all ages.

When you get into a discussion of intergenerational equity, you
find yourself in a terrible data bind, a measurement bind that I
think leads you nowhere except to a dead end.

So I don't think there is a definition.
Senator COCHRAN. I remember hearing, in my southern religious

background, a minister used as a text for a sermon one Sunday,
"The age you are is the best age there is." [Laughter.]

It was a wonderful discussion.
Mr. CORMAN. I think along those lines, somebody said once

there was a survey done that old age begins always 5 years later
than whatever your age was.

Senator COCHRAN. But it is an attitudinal concept. I guess it is
constantly changing for us, the older that we get.
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Mr. CORNMAN. It is like seniority; the longer you get it, the
better it is.

Senator COCHRAN. Yes, I like it a lot better this year than I did
last year. [Laughter.]

Well, this has been a very interesting hearing. I regret that I was
not able to be here at the beginning of the hearing, but I appreci-
ate Senator Grass ley chairing the hearing and getting us underway
and off to such a good start. I think this has been very helpful to
us, and I hope that it turns out to have a constructive impact on
policy ane. legislation. I think it will.

Thank you all for participating. The hearing is adjourned.
[Whereupon, at 12:03 p.m., the subcommittees were recessed, to

reconvene subject to the call of the Chairs.)
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Good Morning Senators Cochran and Grass ley and meabers of the Committee. I an
Manning Feinleib. M.D., Dr.P.H.. the Director of the National Center for Health
Statistics (NCHS). I as pleased to describe the efforts of the HMS to collect
and disseminate data on the health of the aging and their use of care.

Drs. Keane and Williams have described the Interagency For= on Aging-Related
Statistics, which will provide a focus and mechanism for further collaboration
on aging statistics among Federal agencies. I look forward to the Center's
role as co-chair. and the opportunity to gain maximum input in developing our
data collection in order to increase the relevance of our data for research
and policy analysis. This Fortin also provides the opportunity to collaborate
on issues of record linkage. standard items. and special analyses. HMS has
had experience over the last few years with interagency coordinating committees
with several agencies within the Public Health Service, and we have found such
collaboration to be of great value. The Forma has the same potential for the
area of aging-related statistics.

I would like to describe five of the Center's activities in producing statistics
on aging and sane opporturities we have to make contributions to our collective
knowledge on the health of the nation's aging population.

A recent and major activity of NCHS is producing longitudinal datathat is,
data about the same older persons collected over a period of one or more years.
The importance of longitudinal data is that we can identify changes over time
as a person goes from the onset of a chronic disease, to possible disability,
to the use of long term care (LTC). and to eventual death. The impact of major
events such as retirement. moving the household, and death of a spouse on the
health of the aging can also be identified. A primary method for collecting
this data is the followup of respondents to NCHS surveys.

We are currently conducting the MANES I Follow Up Survey, recontacting
respondents to the 1971-75 National Health and Nutrition Examination Survey
(MAKES) to identify risk factors for disease as well as factors in the aging
process which contribute to independent living. The 1986 Longitudinal Study
on Aging (LSOA) reccnsacts those persons aged 70 and older who were interviewed
two years ago in the 1984 Survey on Aging (504). This longitudinal study is
of importance for identifying changes, both positive and negative, in the ability
of older persons to perform everyday activities. We will gain insight on how
these changes, coupled with assistance from the family and from conru. nity services,
influence admission to nursing homes and longevity. Both of these longitudinal
surveys follow older persons into nursi.g hones and other LTC institutions,
and were results of collaboration with and funding from the National Institute
on Aging (NIA). Finally. we are in the process of conducting the 1986 National
Mortality Followback Survey, which is obtaining data about health and the use
of care in the last year of life of persons who died in 1986. Information is
being obtained from the fanilies of these persons, and will include data on
risk factors for mortality and health service use prior to death.

,39 .
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There is the potential of using some of the Center's other surveys as the
basis for longitudinal data collection. We have been discussing with NIA the
Possibility of recontacting the families of nursing home residents in the 1985
National Nursing Home Survey to learn about subsequent discharge and readmission,
use of hospital care, and changes in functioning. Th's longitudinal data will
provide insight into the entire episode of care as well as data on aspects of
catastrophic health costs.

The potential also exists to follow up the older persons in the 1986 LSCA at
two-year intervals and to expand the follow up to include persons younger than
age 70 to examine the precursors to retirement and to possible disability.
NCHS is also planning for,a National Health Care Survey, a restructuring of
several existing surveys of,health care providers. This survey, if fully
implemented, will allow for greater,coverge of inng-term care providers and
provide for the follows) of patients. allowing us to address outcomes of care.

A second major activity of NCHS that is important to health data about the
aging is record linkage. The linkage of survey data with administrative records
provides an approachto expanding our longitudinal data that is highly cost- _
effective. With the support of the National Institutes of Health (NIH), NCHS
hos developed the National Death Index (NDI) which provides a mechanism for
determining if a survey or research, subject has subsequently died and the cause
of death. The N01 is being used In all the Center's surveys on the aging and
in various research activities of the NIH. Information on death and its cause
provides insight into the factors related to the risk of disease and to prognosis.
Another example is our effort to link datafrom our surveys to Medicare
administrative records on the use of health.care to increase our knowledge of
the course of certain medical conditiOns and their resource implications. An
example of this type was the linkage of NCHS' 1980 National Medical Care
Utillit,'Ion and Expenditure Survey with Medicare and, Medicaid records. Linkage
or Medicare records to the 1986 LSOA and the,Follow Up to the 1971-75 MANES
(two longitudinal surveys I mentioned earlier) would be useful, and we are
currently discussing potential linkages with the Health Care Financing
Administration. The facilitation of record linkage, while protecting privacy
and confidentiality, is a key initiative for statistical policy. From our
initial discussions, it is likely that this topic will be a major focus of the
Form.

A third activity is assessing the feasibility of expanding the coverage on the
19:q NAMES to include persons aged 75 to 84. The NHANES is unique in that
its source of health data is a physical examination and clinical and laboratory
tests. Until now, this survey has excluded persons over the age of 74, mainly
because of their high rate of refusal to participate. We recognize, however,
that such data are important to identifying the impact of disease on the
functioning of older persons. We are now reviewing the potential of expanding
coverage to the older ages by:

examining the feasibility of conducting a limited physical examination
in the respondent's hone or in a mini-van which can be parked nearby.

developing a physical examination and clinical evaluation to assess
the functioning of older persons and the factors which may lead to
deterioration.

Page 2
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determining an approach to measuring cognitive deficits in older

persons. NCHS is planning a workshop on measuring cognitive
impairments and physical functiohing of older persons. Measurement

of cognitive impairments is extremely difficult. Yet, it is tiportant

to our understanding of the prevalence of Alzheimer's Disease and
the ability of older persons to live independently in the community.

The fourth activity is methodological work in measuring the health of older

persons. Progress is underway in several areas. There is concern over the

quality of information older persons provide in interview situations. Reduced

concentration, memory loss, and other cognitive deficits become more prevalent

with age. It is often difficult to tell whether-the replies of an older
respondent to certain types of questions are of adequate quality or whether
infonnatico should be collected from an informant. NCHS recently has

established a Questionnaire Design Research Labotatory, in which we can address

such measurmaent issues. Because these issues are just as relevant to conducting
research and Collecting demographic data, there is the potential of collaborating

with the NIA and the 'Bureau of the Census. Methodological research can identify

the optimal procedures for eliCiting various types of information from older
persons themselves or their informants.

NCHS is planning for an international conference co measuring the health of
older persons. The objective is to develop collaborative research efforts on
measurement issues by bringing United States and imarnational experts together

at a conference. A cross-national exchange on the state-of-the-art which
generates collaborative research can provide an opportunity to improve the
scope of data collected on the health tf older persons and its quality at well.

As longevity increaies, the quility of life is becoming a major concern not
only to older persons and their families, but also to the public health community

and to policy makers. We have attempted to measure quality of life in a basic

way in the Follow Up to the 1971-75 WANES and the 1984 SOA. The definition

of quality of life for older persons is elusive, and its measurement is
problematic. The Center has the potential for adrIrrssing these issues in a

planned project to examine quality of life throughout tne life course.

The fifth major activity of NCHS is analysis and di.c.mina" 1 of the data.

Intense interdisciplinary collaboration is critical to th .tablishment,

maintenance and use of -data systems about the health of oiicr parsecs. It has

been observed that an analyst cannot effectively study pigs one day and pig-

iron the rent. Similarly, analysis of health data on the agir., requires specific

qualifications. Expertise in geriatrics and medical r ,e mu4, oe melded with
the background of th, survey professional in statistics, social science, and
policy analysis. NCr has conducted special nwal3ses of importance to
researchers and polic, makers. Sane examples are the reports on: trends in

morta;ity, use of health services by elderly men, elderly who live alone,
those who need home care, and (forthcoming) elderly with urinary incontinence.
We are collaborating with the NIA to develop a new report on statistics on
aging, which will be produced on a periodic basis. This report is aimed at

researchers and policy analysts alike and will contain data by detailed age

categories. Another collaborative effort w.th NIA is the preparation of a

Page 3

41



37

computer tape of trend data on health and the use of care from the National
reamth Interview Surveys conducted from 1969 to the present. This data will
provide maximum flexibility for researchers in analyzing trends and special
subgroups of the Aderly.

There is potentially far more knowledge of value to be gained through the
analysis of an agency's statistical output than could possibly be extracted by
its own staff. The Center has given special attention to the timely release
of public use tapes while maintaining confident;ality. It has conducted several
conferences to provide technical assistance to data tape users. There is the
potential for focusing a conference on the needs of researchers interested in
data on aging. It is only by making tapes widely available to the public and
providing assistance in their dse that we reap the full benefits of our
statistical activities.

In sunmary, I believe we can greatly improve the relevancy and availability of
health data on the aging through increased collaboration among the agencies
represented on this panel as well as with many others. I will be pleased to
answer any questions you may have.

Page 4
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Mr. Chairmen and Members of your Subcommittees. I am Jane Ross, Director of
the Office of Research, Statistics, and International Policy in the Social Security
Administration. It is a pleasure to be here today to discuss information needs relatingto the aged population.

The Social Security Administration welcomed the convening of the May 2 summit
meeting of Federal agency heads to discuss mutual information needs relating to the
aged. With so many agencies involved in collectingdata about the aged and in
operating programs to assist them, and with the need we all have to use scarce
resources as effectively as possible, it is essential that we have a mechanism to ensures
that data gaps are filled and that we avoid duplication of effort. We believe that the
summit meeting arftl,a, continued forum are positive steps that will help ensure
progress, toward our goals of cooperation and coordination.

We share the enthusiasm being expressed by others here today about the
potential for more collaborative efforts. For example, we believe that with relatively
minor modifications to questionnaires, some of the surveys planned by one agency can
be tailored to meet the information needs of others. The continuing forum will
provide us all with a means to be more aware of one another's survey activities and to
facilitate their design in ways that help ensure that the data they collect will be aswidely relevant as possible.

We also support the call for maximum use of linkages between data files. Our
own administrative record system Includes a wealth of information about Social
Security beneficiaries and workers covered by Social Security; other agencies also
have valuable administrative files. Linking these files to each other and to survey
data setsalways with the strictest regard for confidentiality concerns increasestheir usefulness exponentially.

Further, we welcome the inclusion of the heads of operating agencies, of
policymakers, in subsequent interagency discussions to determine priorities amongdata needs. The proposed mix of data collectors, researchers, and users of information
helps ensure the relevance of all of our information gathering activities. In particular,
we would suggest occasional seminars involving that same mix of participants to
discuss what is known and what needs to be learned abot, specific topics.

In summary, we at Social Security have benefited already from participation in
the informal meetings of the forum that preceded the summit meeting and from the
summit meeting itself. We are confident that further cooperative and collaborative
efforts will strengthen and improve the focus of our own statistical and research
activities as well as those of the other participating agencies.

I would like to turn now to P brief discussion of some ongoing activities of the
Social Security Administration that pertain to the aging of our society and that relate
to the interests of some of the other agencies represented here today. Specifically, I
would like to discuss work in progress to assess the economic status of the aged nowand in the future and to analyze the wurk capacity of older persons and the demand forthe services of such workers.

Economic Status of the Aged. SSA conducts its own occasional surveys and uses
the recurring surveys of the Census Bureau to assess the economic well-being of the
aged and trends over time in their economic status. For example, we recently
conducted a New Beneficiary Survey, which interviewed 18,600 retired and disabled
workers and their spouses and widows in 1982 to gather information on their income,
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assets, health status, work and marital histories, and retirement decisions. The NBS
enables us to examh,e In detail the economic status of current retirees and to compare
theft' economic status to that of a cohort of new retirees surveyed a decade ago by the
SSA.

SSA researchers also are using the Census Bureau's Current Population Survey
and Survey of Income and Program Participation (SIPP) to assess the income and
wealth of 5-year age groups within the aged population and to track the incomes of
aged cohorts over time. Newly available data from the SIPP, especially, enable us to
undertake a much more comprehensive assessment of the overall economic status of
the aged than was previously possible because of the SIPP's emphasis on gathering
reliable data on asset holdings and asset income.

Further, our publications include the popular Income of the Population 55 and
Over, a data book that provides a wealth of Information about the amount and sources
of income of the aged. We also publish monthly a Social Security Bulletin and an
annual Statistical Supplement to the Bulletin containing more than 200 tables
providing information on Social Security benefit payments and beneficiary
characteristics.

We also understand that others are contemplating a reinterview of those
previously involved In SSA's Longitudinal Retirement History Survey, which tracked a
group of persons approaching retirement over a 10-year period beginning in 1969. A
reinterview of that sample would provide valuable insight into what happens to the
income of older persons as they age and into the economic status of the vet./ old
those now entering their 80's.

Work Capacity and Demand for Older Workers. There is much interest in how
increases in life expectancy will affect workers' willingness and ability to work. We
are also interested in finding out whether demand for the services of older workers
will increase as the pool of younger workers shrinks. Several of our research activities
relate to these interests.

For example, we are analyzing data from the National Health Interview Survey,
sponsored by the National Center for Health Statistics, to determine trends in the
health status and work capacity of older workers. A better understanding of recent
trends in health status and work capacity will help us determine whether projected
increases in longevity will be accompanied by an extension of active worklives.

In addition, we have funded the coding of data from the NIH Framingham Heart
Study, a 34-year series that collected health data on the residents of that
Massachusetts town. Analyses of those data will shed light on why some persons with
an impairment quit working while others equally impaired continue to work. Another
project is using data from the New Beneficiary Survey to analyze the relationship
between the decision to retire and a person's occupation and health status.

SSA also is sponsoring a grants competition to encourage extramural researchers
to investigate further the relationships between improvements in longevity and ability
to work, the factors that are most likely to affect the future work ability of older
persons, and the relationship between the industry or occupation in which a given
person works and his ability to continue working up to or past age 65. The grants
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competition also Is encouraging extramural researchers to help us better define and
measure the concepts of "ability to work" and "physically demanding jobs."
Operational definitions of these terms will help us better project the work capacity of
older persons In the future.

Whether older workers will be willing to work longer as they live longer is
another research Issue. Before projections of the future caa be made, better
understanding Is needed of past trends. A project we plan to do in-house will examine
trends since 1960 In retirement using data both on labor force participation and on the
ages at which'Social Security benefits are first claimed.

Whether older workers will work longer also is a function of the demand for the
services of older workers. Many private pension plans, for example, provide no
incentives for older persons to continue to work. These pension plans pay full benefits
at age 62 and/or give no credit in pension calculations for work after age 63.

Further, the results of a recent grant sponsored by SSA suggest that few
employers now offer Incentives to '<Pep their older employees working. This may
change as the supply of younger workers diminishes. SSA is funding further analysis of
how private pension systems and employers may respond to the changing age structure
of the labor force.

Many of the topics I have outlined complement and will utilize the ongoing work
of the National Institute on Aeng, the National Center for Health Statistics, the
Census Bureau and others. We at the Social Security Administration look forward to
collaborative efforts emong us as we pursue common research Interests.
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Senator Cochran, Senator Grassley, members of your Senate subcom-

mittees, I want to thank you for the oppnrtunity to participate in today's

hearings on Statistical Policy for An Aging America. I am Sam Shapiro,

Professor Emeritus of Health Policy and Management at the Johns Hopkins

University School of Hygiene and Public Health; previously I was, for many

years, Vice President and Director of Research and Statistics at the second

largest HMO in the country, the Health Insurance Plan of Greater New York.

The specific topic I will deal with is concerned with needs and gaps in

policy relevant information that can be filled by national data systems. I

approach the subject on the basis of a long history of health services and epi-

demiolgical research on issues affecting the aged, as an extensive user of

health statistics from Federal Agencies for policy analysis, and as chairman of

a panel of distinguished scientists on Statistics for An Aging Population -

Requirements for Health Policy, a title that reflects a close correspondence

with the concerns of your subcommittees.

This Panel was estaEished by the Committee on National Statistics of

the National Academy of Sciences' National Research Council, with support from

the following Federal agencies: the Office of the Assistant Secretary for

Planning and Evaluation, DHHS, the National Center for Health Statistics,

National Institute on Aging, National Institute of Mental HF.Ith, Health Care

Financing Administration, So:ial Security Administration, and Veterans

Administration. The Panel has been focusing on three sets of objectives:

(1) to determine the cata needs for development of health

care policy for an aging population during the next

decade anc to recommend actions to correct major short-

comings in the available data;
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(2) to determine whether changes or refinements are needed

in the statistical methodology used in health policy

analysis and recommend actions or further research; and

(3) to identify the essential components of a statistical

system that would provide adequate data on aging for all

functional areas and recommend changes in the decentralized

federal statistical system what would facilitate integrzting

data from the various system components.

To obtain the broadest possible advice, the Panel sponsored analyses by

12 experts of the issues involved and a Sympositm that provided an opportunity

for users of Federal statistics with research, policy, and program interests to

exchange views on the results of these analyses. The Panel is now preparing its

report which will include assessments of critically important data needs and

recommendations to fill existing gaps. The recommendations will not be

available until later this year, but assessments that will shape them and the

opportunities for meeting needs by s.rengthen.ng our Federal statistical systems

are clear at this time.

The context is the far-reaching changes that are occurring in the

social, economic, and demographic composition of the nation; in the increased

life expectancy; in the structure of the health care delivery system; in the

costs und financing of health services; and in federal, state, and local health

care programs. Data will be needed to understand how these changes alter the

kinds and amounts of health care Americans use, how costs for health care are

met, and how quality of care and quality of life are affected. What learn

will provide the means for Judging the extent to whirh health policies adopted

49
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are meeting their objectives and whether modifications in existing policies or

new policies are needed.

These issues have special relevame fcr the aged. This is the segment

of our population that will be experiencing the most profoune changes in size and

composition over the next few decade: and that will continue to be a focal point

in federal and state health policies aimed at containing health care costs.

It is well known that the outlook is for substantial increases in both

the number and proportion of the population aged 65 and over, with those at

advanced ages of E5 and over experiencing the most pronounced increase. By now,

it is also recognized that the aged are a very heterogeneous group, subject to

major changes in life circumstances and health care needs. As a result, a

common thread binding all considerations of requirements for data is that infor-

mation should be available for successive age groups, starting with those 65-69

or 65-74 years of age and ending with the advanced age group 85 or 90 and over.

The need is two-fold: routine provision of greater age detail in statistical

series and changes in the design of sample surveys to assure the inclusion of

adequate numbers of persons at the oldest ages for analysis. The tcpics I will

be discussing illustrate the importance of not treating the aged stereotypically

mt as consi.tIng of age subgrou24, each of which shows great diversity.

Health Status

It has already been noted that a major frctor ,rlying the

demographic among the agile is increr--ed We expectancy. Tne question

that has been d,. -_ whetner inc eases in longevity will bt. associate.,

mainly with prolongatin of depenoency and major inver.-es in health care

tJ
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expenditures or with additional years of some degree of independent functioning

life.

We cannot answer this question convincingly. Federal statistics have

documented the changes in life expectancy but there is little national data

showing whether and how the period of independent functioning has also changed.

The limited data available have been used to support two opposing views; (a) as

mortality decreases, morbidity will also decline, and (b) the increased life

span, particularly at advanced ages, will not be accompanied by decreased mar -

bidity and this may result in dramatic increases in the need for p-olonged

expensive health services (i.e., managemont of chronic or diabling conditions

over more years of life).

To deal effectively with this issue, we need new approaches to the

development of measures of physical, cognitive, emotional, and social func-

tioning. Several measures are available and have been used in national surveys.

These need to be improved and broadened to take into account th: positive or

successful aspects as well as the negative aspects of aging and to reflect

ordinary behaviors and activities of older persons which indicate their quality

of life and affect their relationships with those close to them.

Despite the physiologic losses and psychosocial stresses often asso-

ciated with advanced age, many elderly individuals have the vitality and resi-

lience to function at a high level or to recover and function independently,

once again, following a disabling condition. Data are needed that measure the

extent to which older individuals remain in good health and the changes that

occur as they move from one state of health to another, whether this marks an

improvement or progressive loss of function leading to disability, dependency

and, ultimately, mortality. This requires repeated observations on the same

51



Ne.

47

-5-

people over time, i.e., longitudinal
information on both the well and the

impaired in the population.

Health Services Utilization and Costs

Health status, acute and chronic conditions, and levels of physical and

mental impairment or disability
are well know determinants of demand for health

services among the aged as they are at younger ages. But, the timing, fre-

quency, intensity, and sources of care that are utilized, and the associated

costs, are influenced by other factors that
are esptzially important for the

aged. These include the types of services covered by Medicare, regulations

designed to contain costs, as in the case of the current prospective payment

system (PPS) for Medicare hospital
stays;-and policies that affect the supply of

and access to alternative sources and types of care, most prominently those that

can effectively replace institutionalization.
Large roles are also played by

many personal circumstances such as living arrangements, availability of

informal sources of care, firancial resources, and insuran6e supplement' to

Medicare. Further, changes are occurring in the structure of health services

del'very systems, e.g., the rapid growth of health maintenance organizations,

that have the potential for changing the utilization patterns of the general

population and the elderly.

In short, we are in a highly dynamic period which from all indications

will continue for years. Measures of the effect of changes on utilization and

costs as aqe advances are needed on a continuing basis to determine whether

Policies require adjustments. In some instances, this calls for t.chnical

advances such as the introduction of severity of illness measures when applying
PPS for reimbursement

of hospital episodes. Longer term public policy and pri-

vate initiatives in the health field require estimates of future needs among tlt
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agel for health care personnel, hospital and nursing home beds, and home care

services. The quality of these projections is dependent on the availability of

data from many sources that measure the relationship between the conditions

referred to above and health care use and costs.

Long-Term Care

'Long-term health care refers to the professional or personal services

revlired on a recurring or continuous basis by an individual because of chronic

or permanent physical or mental impairment. These services may be provided in a

variety of settings including tNe individual's own home." This is the deflui-

don advanced in 1980 'n the report, Long-Term Health Care Minimum Data Set,

issued by the National Committee on Vital and Health Statistics.' Other defini-

tions exist but all ..ave two elements in common; care over an extended period

and loss in some capacity for self-care. Accordingly, long term care patients

require the help of another person in performing every day activities; they are

frequent users of a broad variety of health care, social services, and residen-

tial facilities; and expenditures of public and private funds to meet their

needs is very high.

The aged are the most vulnerable group in the population for long-term

care. How they fare is heavily influenced by social and family networks which

could serve as informal sources of support, the type of facilities far home

and institutional care available in the communities, and the existence of

mechanisms to coordinate medical and social services. Financial resources

are important from a public and private standpoint, e.g., a common

phenomenon among the aged is exhausting life savings and becoming dependent

on Medicaid to meet continuing health care expenses.
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These conditions are not static. They are undergoing changes partially

due to what has been learned from demonstration
programs, policies that have

already been adopted, and the changing
demographics among the aged. Data are

needed to measure these effects and determine future requirements. One of the

most pressing needs is for longi tudiniq
surveys to provide more complete infor-

mation concerning changes the aged experience in their use of different levels

of care. This would go a long way to meeting data needed in planning how to

reduce the financial impact of long-term care, and identifying conditions that

make financing of insurance coverage of institutioral and non-institutional

care feasible.

Quality of Care

I want to turn now to the subject of quality
of care assessment and

deal with it more fully than the previous topics because of the prominance it is

gaining after a period of relatively minor attention. The Office of Technology

Assessment, in a recent report2 points
out that "Medicare's prospective payment

system (PPS) has intensified concern with
the complex relationship between cost

and quality of medical care" and that 'assessing PPS impacts on quality of care

is critical Among the reasons given is that if PPS succeeds as a cost

containment strategy, 'its effect on the quality of care will be a deciding fac-

tor in the proyfam'b continual survival.' In another report3 the Institute of

Medicine focuses attention on the importance of information systems for

assessing and improving quality of care of nursing home residents and recommends

that the Secretary of the Department of Health and Human Services "undertake a

study to design a system of acquiring and using
resident assessment data."
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These reports reflect the emergence of quality of care as a matter of

central interest for policies directed at controlling costs or improving ser-

vices for specific subgroups of the aged. As questions arise about the shurt-

term and long-term influence on quality of care of policies that have been

adopted or are being considered, the need for measures of quality will become

more intense and will cut across all of the aged.

The most widely accepted framework for assessing quality of care con-

sists of threl components, structure, process, and outcome.4 Briefly, structure

refers to professional personnel, physical facilities, and medical technology;

process refers to what is done to and for the patient or defined populations and

how it is done; and out. ,e refers to changes in health status or mair anance of

desirable levels of health.

A comprehensive assessment of quality of care would be concerned with

all three components and their interrelationships, with the ultimate measure of

quality determined by the outcome of care. In practice, there are often severe

constraints in linking particular structural factors and processes of care to

specific measu -as of health status. However, knowledge has cumulated regarding

the effectivenes. of health care interventions and advances have been made in

the development, testing and application of health status measlres that are

useful in examining both technical and health care system effects on the health

of a population. This holds true for all age groups but is particularly rele-

vant for the aged whose needs for health services are high and large proportions

of whom could be affected positively or negatively.
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Outcome measures are specified under the three functional goals of

health care given below:

Caring - as indicated by reassurance and relief from anxiety, satis-

faction and communication between provider and patient which may affect whether

regimens prescribed are followed and response to symptoms and care seeking are

appropriate.

Curinq and Maintenance - reduction in symptoms and dependency;

avoidance of complications and iatrogenic effects of treatment and reversing

the effects when they occur; improvement or stabilization in functional

capacity; reduction in avoidable mortality. Many specific conditions are

candidates for observation; e.g., hypertension, angina, hip fractures, major

depression, glaucoma, cataracts, hearing, visual and dental defects, respiratory

diseases.

Prevention - primary, secondary, tertiary prevention measures designed

to prevent, delay or reverse the progression of disease, reduce functional limi-

tations, handicap or dependency due to health conditions. A prelentive measure

may be interpreted as a surrogate or intermediate outcome measure w:len its

effect on a health condition or health status has been establshed, when it

reaches the population that is at risk and can benefit from it, and when there

is appropriate follow-up. Prevention procedures that could serve as indicator

of quality of care include examination and follow-up of asymptomatic individuals

for many of the conditions already mentioned, (e.g., hypertension, glaucoma,

and other visual defects, impaired hearing); counselling on smoking cessation,

exercise, rest, diet; and rehabilitation aimed at restoring function consistant witt

the maximum achievable level.
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I do not want to minimize the complexity of measuring quality of care

or the need for substantial developmental work to refi _ these measures, produce

new ones, and establish more firmly relationships between specific, process of

care and outcome of care. But, there is little question that a significant

expansion in the measurement of quality of care can be achieved through the use

of presently available or readily adaptable measures.

Prospects and Requirements for Producing Needed Data

National information systems that have already produced useful infor-

mation fnr health policy and planning purposes provide a sound basis for meeting

many of the data needs described. Specific recommendations that would

accomplish this objective are being developed by the National Research Council's

Panel on Statistics for an Aging Population. They are not yet available but

several broad considerations can be stated.

The sample surveys and the vital statistics system of the National

Center for Health Statistics represent the principal sources of national data on

health status and utilization of health services for the population as a whole

and the aged, ;articular. With adequate funding, they can be aiapted to meet

many of the data needs identified. The Medicare data system has already

established its value in connection with the prospective payment system; more

can be expected through changes that effectively link reports of ambulatory and

hospital care. A major strength of the system is that it can produce data for

small geographic subdivisions. The Bureau of Census' Survey of In:ome and

Program Participation can provide needed information on changes over time in

income, living arrangements, government program eligibility and participation in

relation to health status. The forthcoming National Medical Expenditure Survey
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of the National Center for Health Services Research and the Health Care

Financing Administration will be an extremely important source of information on

the utilization and expenditure patterns of the elderly population--both com-

munity and institutional residents.

The infrastructure for producing the data exists but ma,jor advances in

their ability to do so are dependent on several changes. These include:

linking information collected in several of the national surveys to

the administrative records of Social Security Administration and HCFA,

while protecting the confidentiality of the individuals involved;

developing longitudinal information on changes in health and personal

circumstances predictive of transitions to different levels of dependency

or independent living through surveys and aggregating data from the

Medicare files for the same eligibles over a long period of time;

increasing sample sizes in surveys to have adequate numbers of persons

at different ages and, thereby, overcome the present restrictions in

assessing conditions related to those 85 and over;

reaching agreement on uniform definitions and classification schemes for

use in different data systems;

conducting methodological research to improve the tools we have and

the application of the information that becomes avalable, as in

forecasting changes in the functional status of the elderly and their

health care use and expenditures;
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'
adopting procedures that assure timely availability of the information

for analysis by government agencies and non-government researchers; and

providing a mechanism for continuous review of data needs, setting

priorities, and increasing the likelihond that the information will be

produced.

I hope there will be an opportunity to present a more explicit

statement on the recommendations when they are available.
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Chairman Cochran and Chairman Grassley,
I am John M. Cornman, Executive

Director of The Gs^ontological Society of America. The Society is the
national, scientific organization of gerontological

researchers, educators, and
other professionals in the fields of biology, clinical medicine, the behavioral
and social sciences, and Social research, policy analysis, anl planning. Manyof the members of the Society; then, both

produce and use statistics generated
at the national, state, and local levels, often in connection vita public
policy issues. However, my principal concern today is not the parochial
interests of individual researchers, but the broader issue of protecting and
improving the data bases on which sound public policies and many private
decisions rest.

STATISTICS ABE IMPORTANT

Statistics are generally not seen as one of the more exciting areas of
government policy, but they are important. Data gathered by the federal
government determine Congressional representation and cost-of-living increases
in the private and public sectors, influence trade ; Acies, identify emerging
problems and changes in the existing conditions, ant .:fect allocations of
federal resources for health, education, welfare, and economic development.
Further, sound public policy can only be made when there is a clear
understanding of the effects of past policies and the status of current
conditions. This understanding depends on accurate recording of trends in allareas: demography, income, wealth, health, and housing.

EtfZIl IHE AGING DE SOCIETY

America is aging. The number of people aged 65 and over is expected to
increase from 29 million persons today to 65 million in 2030, an increase of
about 224 percent. The number of persons aged 85 and over will increase from
2.7 million today to 8.6 million in 2030, a jump of almost 320 percent. The
sheer magnitude of these increases in the number of aged people coupled %Ith
the disproporti:rte population growth among our very oldest citizens will
demand ;mg private and public sector po'icies.

Because the incr'ase 4n the
elderly population is unprecedented, decision makers need sound informacion
about these demographic changes if they are to make effective, efficient policy
choices. Most importantly, policy makers must be able to identify current and
projected differences among the elderly: how do 1.:losc, oetween the ages of 65
and 75 differ from those who are older th-a /5 or those older than 85.

The solvJncy of Social Security and containing health care costs are
examples of major policy decisions requiring sound data. Determining and
ensuring the solvency of the Social Security system depend on accurate tracking
of current and future population and in.lee trends. Health care cost
containment policies rely on accurate monitoring of current health status and
expenditures; of medical treatment to learn what is wor.ing and what is not;
and of the long-term health of the population to learn effects of such
innovations as prospective payments to hospitals and health promotion programs.

1
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IhE EFFECTS 9E PAST BUDGET MS

Not surprisingly, federal data collection programs, have been affected by
cuts in federal budgets. However, savings made through cutbacks in federal
statistical programs can actually result ih greater total costs, even in the

short run. The Gramm-Rudman-Hollings budget cuts of 4.3 percent for 1986 mean
that already-planned efforts to reduce the error in estimating the Consumer

Price Index may be deferred. While this sounds like an arcane issue, somewhat
akin to counting angels on the head of a pin, according to the Bureau of Labor
Statistics each one percent increase in the Consumer Price Index increases the
federal budget deficit by $4.6 billion, affecting indexed tax brackets,
military and civil service pensions, and Social Security cost-of-living

adjustments. In addition, divorce settlements, millions of workers' union
contracts, pension agreements, and many private contractual agreements are
indexed to the CPI, meaning that errors in this estimate rill have a very large

effect on the economy and federal and family budgets. Similarly, defense
procurements are often indexed to the Producer Price Index, which is becoming

less accurate as time passes.

The Gerontological Society of America has looked closely at the effects of

budget cuts on the collection of aging- related data by the federal government

over the past several years. In December of 1934, the Society published a

paper, prepared by James Storey of Cheaters Associates, that described the

effect of budget reductions of the early 1980s on the collection of data on the

elderly. A summary of this paper is submitted for the record.

An update of this report, also submitted for the record, was published

early this year. In this update, Mr. Storey found that, although 1985 was not

a good year for data collection, it was not as bad as the preceeding four

years. However, the study shows that the Gramm-Rudman-Hollings balan-ed budget

act threatens to renew the downward slide of data collection and analysis

efforts.

The projected GRH formula that could mandato cuts of as much as 20 percent

in non - defense discretionary spending compared to the pre-Gt 1967 projections

would Jeal data collection efforts a severe blow, probably resulting in

cancellations and delays in new activities, further cuts in survey sample
sizes, stretchouts in survey frequency, 'ewer professio":1 staff designing and

analyzing the data collection efforts, .hd less extramural research. The

capability of public and private organizations to monitor the health and
welfare of the aged would be seriously impaired. Fume policies would be

based on obsolete data.

Reduced data availability means that research on social and economic

issues would be limited. Government program managers would know less about how

well the aged are served. Public and private planning for health care and

other ego- related facilities world be hampered. Private businesses would know

less about how the markets for theiv products and services will change.

2
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CONSEQUENCES LE MUM IDE MELEE SE PEOPLE If SURVEYS

One of the great achievements of gerontologists
over the past several

decades has been the documentation of the diversity of the older population.
I. would be completely unacceptable and, in fact, absurd, to suggest that
programs suitable for newborns are also appropriate for 15-year olds. Why
should the same not be true for 65 and 80-year olds" But how will the
differences be identified if the data are not there? Ironically, having
learned about the diversity of the older population, the latest round of budget
cuts has made it more difficult than ever to discover and describe the
differences existing within that diversity. In many instances, budget cuts
have been implemented by reducing the number of people interviewed in national
surveys. While the reduction means that fewer interviewers must be paid and
foie' completed surveys analyzed, reduced sample sizes have serious
consequences for how the data can be used. Too few people surveyed in a given
age group means that the information must be reported for larger age groups of
people, rather than '-oken down by smaller age groups. Combining age groups
will mask the very different experiences of people as they move into and
through the upper ages.

The problem of reduced sample size and a consequent inability to
disaggregate the elderly population by age groups will recur in several surveys
(see Storey reports). The new Survey of Income and Program Participation
(SIPP) has been designed to make available information on the income, wealth,
and utilization of benefits by the entire population. Between 1984, when the
first SIPP survey ass conducted, and 1986, ahem the most recent wave of data
was collected, the number of people interviewed aged 65 and over wa: ;educed by
more than 40 percent, from 8,333 to 4,890. Consequently, while the 1984 data
on the elderly population will be analyzed separately for 65- to 74-year olds
and those aged 75 and over, in the analysis of the 1966 data these groups will
have to Ne analyzed together. There are just too few people in the 1986 sample
to provide meaningful age detail. Yet, from other sources we know that those
who have already reached the age cf 75 are more likely to have lower incomes,
have fewer assets (less wealth), and need more services.

...other consequence of the 1986 budget cut was to reduce the number of
elderly people interviewed for the National Health Interview Survey (HIS) from
13,000 to 6,500. Because of this decrease, there are now too few cases in the
HIS sample to describe accurately the health of people aged 85 and over. There
will only be 500 from this age group in the ample. Those concerned with the
costs 0 Medicare must know the health states and changes in the health status
of this group, since its members are the heaviest users of the Medicare
program. Also, the HIS sample is now too small to compare the health of rural
elderly and urban elderly. a contrast important when identifying service needs.
And, there are too few cases to describe the health of people in the few years
before and after the current retirement age of 65 (that is, those between about
62 and 68). This is important because Congress has mandated a study of the
health status of this age group to help examine the health implications of 1983
legislation that raised the retirement age to 67 by the year 2027. There are
virtually no data to use to implement this Congressional mandate.

People over the age of 75 have never been included in the National Health
and Nutrition Examination Survey, which had been administered on a 5-year cycle
during the 1970s but will be administered on a 10-year cycle in the future.
New research has shown that improved nutrition may be important in preventing

3
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and delaying the progress of such nutrition-related and potentially life-
threatening diseases as osteoporosis. But with older people omitted from the
only national survey that studi_s nutritional habits. policy makers will not be
able to learn which population is most at risk, and whether, on a are scale,
improving nutrition during the advanced years will actually improve health and

perhaps decrease the cost of health care.

Census data was used in a maJor study of state-to-state migration patterns
of older Ameriodas during the period 1960 to 1980.L Using Census samples (the

more detailed survey asked of 1 percent and 2.5 percent of the population), Dr.

Charles Longino of the University of Miami discovered that, while older people
make about half the interstate moves that younger people do, the rate at which

they make interstate moves has increased over the past two decades. Since

movers tend to be the more affluent, especially in the younger-old egos (65 to

74), these finding have implications both for states that are losing population

and for states that are gaining residents. These data might be in ,uopardy if

the Census samples are reduced so that data mulct be obtained for individual

states or for different age groups. kotirees nave large impacts on the

economies of the areas into which they move and where they spend their Social

Security and pension incomes. They remove equnl amounts of resources from the

areas they have left. As they age, some will become net consumers of resources

from areas. if and when they begin to receive publicly-funded services. These

trends must all be properly tracked, so that the states and localities can be

prepared.

CONSEQUENCES DE I&IIEAS1115 IHE IIHE BEThEEH SURVEYS

Instead of administering the National Nursing Homes Survey (NNHS) every

four years. It will now be fielded only once every eight years. The nursing

home industry is undergoing rapid change, and this stretchout of survey timing

means that there is no information on which to assess the impact of policy

changes on the nursing homes and on which to base rdjustments in rules and

regulations in the interim years. The prospective pa.nnent system for

reimbursing hospitals based on Diagnostic Related GroLos (DRGs), first

implemented in 1982, cannot be assessed until 1987, at ohich point it will have

been in effect for five years. Although hospital stays have decreased as a

result of PPS, there will bo little data until after then on whether shorter

hospital stays have resulted in patients being discharged to nursing homes; on

lower and possibly inadequate levels of care upor premature discharge from a

hospital; on deaths at home; or on whether the patients recovered from the

condition that first brought them to the hospital. Lengths of stay mandated by

DRGs cannot be adjusted if the consequences for the discharged patients are not

known. Under current plans, the data will be available only at eight-year

intervals.

In addition, policies that are meant to provide an alternative to

institutionalization, such as th.dse tested with Medicaid waivers to provide

home realth services, now can be evaluated only with infrequently collected

data. Except in the case of some privately-initiated evaluations of particular

programs in limited geographic areas, there is simply no information on how

these policies have worked. This means that the changing role of Medicaid, the

primary payer for half of all nursing have patients, cannot bo judged until

1987. Although we do know the dollar amounts spent on Medicaid, there is no

way to tell how many people these dollars are serving and whether the number

4
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has increased or decreased as a result of increasing funding for home health
care semices. Only anecdotal evidence exists. and that is hardly the basis
for sound public policy.

CONSEOUBUSLE RED= PROFFSSIONAI STAFFING

Because graduate schools cannot train students to run the big statistical
surveys that the federal government manages. most governmental statistical
organizations hire people with only about one or two years of experience.
These people, typically hired in their 20s, spend about ten to fifteen years in
on-thejcb training, learning to design, implement, and manage the data sets so
crucial to our national well-being.

However, over the past decade, so few people have been h;:ed because of
personnel ceilings and threatened or actual reductions in force that a whole
generation of statisticians is missing from many statist'sal agencies. Both
because of personnel ceilings that do not permit hiring young professionals and
because working for the federal government has had such negative pr-1
coverage, many of the most talented young graduates cannot even rsasider
working for federal agencies.

This means that, although the agencies may be limping aloN conducting
their surveys and publishing analyses, when the current senior generation of
statisticians retires, there could be virtually nobody to replace them. And
given the way that training occurs, it will not be possible to hire people at
that time who will be capable of doing the job. They will not have spent the
ten to fifteen years required to mature and develop. The quality of the
surveys will be threatened by untrained or incompetent management. That is a
disturbing prospect as we head into the twenty-first century and the retirement
of the baby boom generation.

RECOMMEMATIONS

In view of the important role that data will play in helping to meet the
challenges of an aging society and at the same time realizing the tight fiscal
constraints on the federal budget. the GS.' recommends several stops to ensure

bettor coordination among federal statistical programs to make existing
programs more efficient. On the issue of coordination. previous witnesses
testified on a roccamendation to establish Statistical Centers on Aging. The
Gerontological Society of America endorses this recommendation and further
suggests that such Centers. if established. have an advisory board constituted
of representatives of the community of researchers, policy analysts, and policy
makers. the primary users of such data. These usors can help identify critical
information needs and can help enswo that the data produced will be in the
most useful form.

These proposed Centers would go a long way toward .wing reduce program
redundancies and identifying vital data gaps. The Gerontological Society of
America believes that if successful, the Centers can provide a model for
coordinating data on other sub-population groups such a: Oildran.

5
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An example of the value of advice frcm users is demonstrated by the work
of The Gerontological Society of America on the 1990 Census. The decennial
Census is one of the most important sources of information on the lives of our
citizens. In early 1965. the Society submitted a set of recommendations to the
Census Bureau that would improve the ability of those interested !n the aging
population to use data obtained by the Census. These recommendations are
submitted for the record.

The recommendations included making the definition of disability more
applicable to older people; measuring the existence of family networks and the

geographic distance between older people and their families. so that local area
planners could determine whether informal support systems exist; adding a
question on pension income; adding a question about non-money income such as
food stamps. housing assistance, and employer-provided fringe benefits;
identifying board and care homes; clarifying the ciestinns on race and hispanic
origins; and collecting data from residents of insdtutions.

The Bureau of the Census was receptive to the GSA suggestions. Of the
seven recommendations involving revision of the Census questionnaire. six are
included in current field testing. These are the questions on disability.
pension income. in-kind benefits. board and sere homes, defining race and
hispanic origin, and adding the institutional population to the data base. In

addition, of the GSA's three recommendations for improving Census products. two
have been adopted tentatively (publishing data in a more disaggregated form up
to 85 and over. and providing tabulations that would permit analysis of
retirement status with respect to such variables as income, source of income.
and geographic location). The third (providing 100 percent data by block for
the entire nation. as well as low -cost tabulations for subgroups) is still
under discussion.

The GSA committee that generated these recommendations was composed of
both producers and users of these data who came together to share their
concerns and suggestions. The result was a wide-ranging series of
recommendations, based on experience with the strengths and weaknesses of the
Census data. that. because they wore well thought-out and realistic. may well
be incorporated into the 1990 Census or even beyond. This experience of
involving both producers and users of federal statistics in the debate on their
collection and analysis is very important and provides a useful model for
creating advisory boards for the Statistical Centers for Oata on Aging.

Personnel flegimensletjen1

The Gerontological Society of America recommends that the personnel needs
of the federal statistical agencies, particularly these that handle data on the
aging. be examirtt4 carefully, and suggests two specific actions. First. the
personnel ceilings at those agencies should be adjusted to a level that permits
Firing new professional staff to help ensure an adequate supply of trained
managers to run the data base programs in the future and protect the long
integrity of the data bases. The Gerontological Society of k ica also
suggests that the federal statistical agencies be allowed to ne steps to
attract talented young statisticians willing to make a careor ,n these

agencies. including some protection against the risks of across-the-board
reductions in work force in the most crucial areas. These career workers are
the key to a sound federal statistical system, which in turn is critical to the
development of appropriate programs and policies.
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The report prepared by Mr. Storey reveals some consequences of recent
budgetary actiu,s and provides a baseline for assessing future directions for
data collection agencies. Certainly, no further budget cuts should be made.
Given the importance of accurate Information in every sphere of governmental
policy. past budget cots have brought data collection efforts to their bare
minimum and have seriously impaired the utility of many existing data bases.
Further cuts could imperil our ability to monitor and track the conditions of
the aged and our ability to determine changes in their condition.

While some budgetary fat hoc been trimmed, some reductions nave diminished
the usefulness of the data beh collected, as the above discussion described.
These cuts should be restored so that for example, researchers and policy
makers will have access to detailed age breakdowns which help differentiate

policies for the very different needs and resources of the different ale groups
that constitute the elderly population.

Preservation of adequate data collection efforts beyond 1986 depends on
Congress imposing its own spending priorities in place of the across-the-board
budgot cuts of discretionary speAding which could be required by the GPM
process. Congress is committed ti a major reduction in the budget deficit,
with or without an alternative to afi, and the Society realizes that budgets
for statistical agencies will remain very tight in the near future.

However, a close look should be taken at the ways in which past and future
reductions in data collection efforts have affected and will continue to affect
the ability to make sound public policy, and whether these reductions in the
long or short n will actually result in increased costs. The significant
reductions in pllicy research and analysts capabilities have already had a
mayor impact on the knowledge base previously available to lawmakers and policy
makers. Continuing such reductions will have serious, tangible effects on the
income, health, and well -being of all Americans. young and old. While the old
are typically more directly dependent on federal programs, a recent Society
study has documented the interdependence between the welfare of the young today
and the aged of both today and tomorrow.' We do not wish to say that no
budget should ever he cut and believe that some cut: -.an be absorbed with
relatively little ultimate effect. However, we strongly urge that the
foundation on which a comprehensive edifice of laws, policies, and rogulations
Is built not be eroded by short-sighted. simplistic. politically expedient
budgot cuts that will cost tho government far more than they will save.
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Vital Issues

As Identified By

The Administration on Aging

The Administration on Aging (AoA) is the principal Federal
agency designated by Congress to carry out the nrovisions of
the Older Americans Act of 1965. The Act seeks to remove
barriers to economic and personal independence for older people
and assure the availability of appropriate community and family
based services for those older people in the greatest social or

economic need.

AoA aids States and communities in developing comprehensive and
coordinated service systems to serve older individuals. AoA's

programs reach into most areas of the United States through a
network of public and private agencies which includes 57 State

and Territorial Units on Aging and, at the community level,
approximately 660 Area Agencies on Aging and 25,000 service
provie.ars.

Unlike most of the agencies repesented at the "Summit
Meeting," AoA is not primarily a research or data collection

organization. Because of the broad mandate of the Older
Americans Act, AoA utilizes data from many Federal sources on a
wide variety of topics.

The Vulnerable Elderly

AoA's primary goal is to ensure that the "vulnerable"
elderly--those at risk of institutionalization or unable to

function unaided in the community--have services available
which will enable them to remain in the community as long as

possible and pursue a meaningful, rewarding, and digrified
lifestyle. AoA has encouraged the Census Bureau to include a
question on functional disability in the questionnaire for the

1990 census. AoA recognizes the problems involved in capturing
significant and accurate health information in a limited space
on a self-administered questionnaire. However, hezIth-related
information about the older population at the locate level is

the most critical need Zor local service planners.

In addition to local data, more information is needed on:

o The size and characteristics of this population;
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o The amount and type of service provision which will
allow them to remain in the community; and

o The costs of such services.

Efforts to gather information on the older population by age
group rather than in the aggregate should be pursued
vigorously. In this regard, NIA is to be congratulated on its
current research initiative on the "old-old." Given the
considerable difference in characteristics between the
"young -old" and "old-old," and the disproportionate share of
health and supportive service resources expended on the very
old, more efforts should be made to increase sample size in the
oldest age groups in our national surveys and to develop other
methods of gathering reliable information.

Caregivers

Current research indiceas that the primary source of
caregiving for the vulnerable elderly is not formal service
agencies in the community, but the isformal support system of
family members and friends. Abouf 80% of care provided to the
vulnerable elderly in the community is provided by informal
caregivers. More information i- needed on:

o The extent and relationship of this informal network;

o The amount and type of care provides; and

o The barriers to a wider provision of such care.

Given the projected increase in the number of older people,
particularly the oldest of the old, there is likely to be
considerable strain on the informal caregiving netwwik in the
future. More information is needed on the nature cf volunteer
caregiving, the strengths and weaknesses of such LJre, and the
prospects for increasing voluntarism among the elderly.

Preparation For The Future

There are two levels of *planning for the future" that AoA
believes are important and will continue to stress in its
education and dissemination efforts--planning at the individual
level, and planning at the societal level.
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Important aspects -f individual planning are health education
and promotion aimed at preventing premature death or disability
and individual and financial planning. The potential benefits
to the individual of activities are quite clear, and research
efforts in these areas should certainly continue.

Atthe societal level, more information is needed on the
overall nature of future aging society and the extent to which
the increase in the numbers of dependent older people will be
at least partially counterbalanced by the projectei decrease in
the number of children.

Preparation for the future requires information about future
needs of the older population. AoA is more than willing to
work with the other agencies represented at this "Summit
Meeting" to disseminate the results of their research in these
areas.

4/17/86

93

********



89

UNITED STATES DEPARTMENT OF

COMMERCE
NEWS WASHINGTON. D.C. 20230

BUREAU OF
THE

CENSUS

VITAL POLICY ISSUES REGARDING

AGING-RELATED STATISTICS

DR. JOHN A. KEANE

DIRECTOR, BUREAU OF THE CENSUS

WASHINGTON, D.C.

SUMMIT MEETING ON AGING-RELATED STATISTICS

NATIONAL INSTITUTES OF HEALTH (STONE HOUSE) - BETHESDA, MARYLAND

MAY 2, 1986

9,1



90

INTRODUCTION

CENSUS BUREAU PERSPECTIYFS AT THIS FIRST-OF-ITS-KIND MEETING

FOCUS ON THREE AREAS:

1. THE CLARION FOR COOPERATION,

2. BRIDGING HEALTH AND SOCIO-ECONOMIC VARIABLES, ANO

3. OUR EMERGING CHALLENGES.

IN THAT ORDER, I SHALL OVERVIEW EACH OF THESE SUB-TOPICS.

1. THE CLARION FOR COOPERATION

THE SINGLE MOST VITAL ISSUE IN THE DEVELOPMENT OF AGING-RELATED

STATISTICS IS TO ESTABLISH COOPERATIVE ACTIONS AMONG FEDERAL AGENCIES

THAT WILL EXTEND OUR CAPABILITIES TO MEET OUR GOALS IN A COST-

EFFICIENT WAY. THROUGH COOPERATION, WE CAN IMPROVE OUR ABILITY TO

LINK DATA COLLFCTION AND RESEARCH TO PLANNING AND POLICY DEVELOPMENT.

WE CAN PROVIDE BETTER INFORMATION FOR SETTING PRIORITIES FOR DATA

COLLECTION AND RESEARCH THAT MEET THE TESTS OF SCIENTIFIC VALUE,

SOCIAL RELEVANCE, AFFORDABILITY, AND POLITICAL VIABILITY.

BY WORKING TOGETHER, WE WILL BE BETTER ABLE TO ISOLATE VITAL

POLICY - RELATED AREAS NEEDING DATA AND TO FILL THOSE DATA GAPS.

WE CAN EXTEND flit USE OF LIMITED RESOURCES, REDUCE MAST AND

OVERLAPPING AREAS OF INDIVIDUAL AGENCY ACTIVITY, AND WORK TOWARDS A

UNIFORM. COMPLEMENTARY APPROACH ACROSS FEDERAL AGENCIES WHERE

APPROPRIATE. WE CAN ALSO IMPROVE ACCESS AND DISSEMINATION OF DATA

FOR PLANNING, PROGRAM MANAGEMENT, UNDERSTANOING OF TARGET POPULATIONS,
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ANO DEVELOPMENT OF POLICY OPTIONS. BY RECOGNIZING OUR MUTUAL

VITERESTS. WE CAN ENCOURAGE COLLABORATIVE RESEARCH AS WELL AS

INFORMATION-TECHNOLOGY SHARING AMONG AGENCIES.

BRIDG!NG HEALTH ANO SOCIO-ECONOMIC VARIABLES

WE EXPECT THAT ONE IMPORTANT OUTCOME OF COOPERATIVE ACTION IS

THAT PE CAN BEGIN TO BUILD A BRIDGE BETWEEN HEALTH AND SOCIO-ECONOMIC

DATA. AND EVENTUALLY. BETWEEN POLICIES IN THOSE AREAS. FOR EXAMPLE.

THE USF OF HEALTH AND LONG-TERM CARE SERVICES IS AFFECTED BY HEALTH,

SOCIAL, AND ECONOMIC FACTOR." PUBLIC POLICY FOR LONG-TERM CARE HAS

TO BE BASED ON ALL THE RELEVANT RISK FACTORS SUCH AS RETIREMENT

TRENDS; HOUSING COSTS AND CHARACTERISTICS; TAXATION POLICY; THE

CHARACTERISTICS OF THE FAMILY AVAILABLE FOR INFORMAL SUPPORT; SOCIAL

TRENDS SUCH AS LIVING ARRANGEMENTS AND THE AGE AT WHICH WIJMEh

MARY. HAVE CHILDREN. WORK IN OCCUPATIONS rOVEREO BY SOCIAL SECURITY

ANO RETIREMENT PLANS. DIVORCE. A40 BECOME WIDOWED; THE USE OF

ADVANCED MEDICAL TECHNOLOGY; THE ECONOMIC STATUS OF THE INDIVIDUAL

AND THE ECONOMICS OF PAYING FOR CARE, AND SO ON.

'.HERE ARE OTHER UNANbWERED QUESTIONS ABOUT THE RtLATIONSHIP

BETWEEN HEALT": CND SOCIO-ECONOMIC AHIABLES. INCLUDING: WHAT ARE

THE SOCIAL AND ECONOMIC CORRELATES vf MORBIDITY AND THE DECLINE IN

MORTALITY? WHAT ARE THE INTERRELATIONSHIPS OF SOCIAL SUPPOPT,

ECONOMIC STATUS, ANO HEALTH STATUS? HOW WILL THE INCREASED LABOR

FORCE PARTICIPATION OF WOMEN AND REDUCED FAMILY SIZE IMPACT ON CARE

OF OUR ELDERS? HOW DO CHANGES IN THE NATURE ANO DURATION OF ILLNESS

AMONG THE ELDERLY AFFECT THE ECONOMIC STATUS OF THE FAMILY? WHAT

9
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IS THE EFFECT OF 'UNEMPLOYMENT ON HEALTH? HOW DO THE HEALTH NEEDS

OF THE ELDERLY RESPOND' TO THE AMOUNT AND TYPE OF RESOURCES ALLOCATED

TO DISEASE PREVENTION AND TREATMENT?

3. OUR CMERGING CHALLENGES

IN THE COMING YEARS, THE CENSUS BUREAU WILL FACE SOME IMPORTANT

STATISTICAL ISSUES CONCERNING AGING-RELATED STATISTICS. THESE

WILL REQUIRE COORDINATION FOR SUPPORT OF THE ACTIVITIES. FUNDING

FOR RESEARCH SHOULD ALLOW FOR DATA DEVELOPMENT. AMONG THE MOST

IMPORTANT ISSUES ARE:

(1) THE LINKAGE OF ADMINISIKATIVE RECORDS WITH SURVEYS WHILE

PROTECTING CONFIDENTIALITY;

(2) THE TIMELY RELEASE OF DATA;

(3) DEVELOPMENT OF LONGITUDINAL SURVEYS AND THE STATISTICAL

METHODOLOGY FOR ANALYZING SUCH FILES;

(4) IMPROVING THE QUALITY OF THE DATA, PARTICULARLY IN INSTITU-

TIONS WHERE PERSONS MAY BE COGNITIVELY IMPAIRED, AND

(5) ENLARGING SAMPLE SIZES FOR THE ELDERLY POPULATION SO THAT

TABULATED DATA ARE RELIABLE :OR AGE GROUPS BEYOND THE

COMMONLY USED TE °MINAL CATEGORY OF *65 YEARS AND OVER.'

IN LESS THAN 25 YEARS, A LARGE AGING 4...IETY WILL BE UPON US

WHETHER OR NOT WE HAVE SUFFICIENT INFORMATION FOR POLICY. IT IS

INCUMBENT UPON US TO COOPERATE TO PROVIDE THE NEEDED INFORMATION

FOR THAT AGING SOCIETY.
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APR 18 1986

T. Franklin Williams, M.D.
Director
National_ Institute on Aging
Public Health Service
Department of Health
and Rumen Services

Bethesda, Maryland 20205

Dr. John G. Keane
Director
Bureau of the Census
Deparcment of Commerce
Washington, D.C. 20233

Dear Dr. Williams and Dr. Keane:

I am responding to your letter of March 24. As you know, I will
be unable to attend the May 2 Summit Meeting on Aging-Relate0
Statistics and thus am sending Mr. Philip Rones as an observer.
Mr. Rones has studied the subject of aging and older workers, and
has written numerous articles on the subject.

The Bureau of Labor Statistics primary interest in regard to older
persons is in their labor market performance and consumption
patterns.

It is often hard to interpret data on unemployment, discourage-
ment, and labor force participation for older workers. The
unemployment rate--which, by definition, is the number of active
jobseekers divided by the labor force--is lower for older workers
than for any other age group. But these low jobless rates may
reflect the older workers' tendency to end a period of job search
by leaving the labor force, an option not feasible for most
younger workers. Also, labor force participation, often used as a
measure of retirement trends, treats retirement as sudden and
absolute, whereas we know it to be, for many, a gradual transition.

In terms of consumption patterns, the elderly need to be examined
as two groups,'65-74 and 75 years and over because the
characteristics, incomes, and spending patterns are quite
different. For the older group, the share of total expenditures
gcing for housing costs and health care is considerably higher
than for the 65-74 group. This is in spite of the fact that over
90 percent of homeowners in the older group live in mortgage free
homes.

63-532 0 - 86 - 4
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Bureau of Labor Statistics

T. Franklin Williams, M.D.-- --
Dr. John C. Keane

Bureau of Labor Statistics

APR 1 8 1986
Policies egarding older workers have often been at odds. While

pressures on the Social Security System have nccessitated changes

that will increase incentives to work additional years, some
employers appear to be expanding the use of early-out arrangements

to help reduce labor costs. Indeed employer financing of pension

costs is becoming an extremely important element of overall

compensation cost. Perhaps changing labor market demographics
will bring many of these conflicting interests into line.

I am indeed sorry not to be able to participate in your meeting.
The issues are important ones, and I am sure the meeting will be

successful.

Sincerely yours,

JANET L. NORWOOD
Commissioner
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

WASHINGTON. DC. 20201
TM MANASTRATGA

APR 3 0 1985

T. Franklin Williams, M.D.
Director
National Institute on Aging
National Institutes of Health
Building 31, Room 2CO2
Bethesda, Maryland 20205

Dear Dr. Williams:

I want to thank you for the opportunity to attend the Summit Meeting on
Aging-Related Statistics. While I cannot attend, I would like to take the
opportunity to include liCFA's principal concerns on aging-related statistics in the
record of the meeting. Our "vital few" issues coincide with those identified by the
Secretary as priority areas for the Department; namely, Medicare acute and long-
term care catastrophic protection, and "how to be equally fair to beneficiaries,
providers, taxpayers . . . and keep quality of care in mind as we try to reduce
costs." A brief statement of these issues follows.

Medicare Acute Catastrophic Protection

The impact of cost sharing measures, such as health care deductibles, coinsurance,
charges by physicians that exceed allowed charges and health care services beyond
the scope of the Medicare benefit package, on aged persons needs to be re-
examined and accurately described.

Long-term Catastrophic Protection

Funding of long term care for the aged population will become increasingly
important as the aged population "ages." An increasing proportion of the aged
population will require institutional care in nursing homes or continuing home
support for functional and health maintenance. Future sources of funding for such
care are problematic. Equitable systems to encourage and promote "Internal
support" systems as alternatives to institutional care must be pursued.

Quality and Cost Balance

Proper balancing of quality of health care with efficiency in provision of health
care services for the aged will become increasingly important. Efforts to
judiciously reduce unnecessary services in order to accommodate governmental and
private needs to control health care expenditures must be made w.thin an
environment that continues to guarantee levels of quality care equivalent to that
provided to other population sector.

.. ,
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Pc.ge 2 - T. Franklin Williams, M.D.

I look forward to attending future meetings and am most interested in receiving
the statements that have been prepared by the participating agencies. I have asked
Michael McMullan, Director of our Office of Statistics and Data Management,
Bureau of Data Management and Strategy, to represent HCFA as an observer.
Thank you again for your invitation.

Sincerely yours,

A
,

, ,it.,-) .._...-

Henry R. Desmarais, M.D.
Acting Administrator

)
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Fritz Scheuren

"Methodologic Issues in
Linkage of Multiple Data
Bases"

Lateran]. Ravunue Service

Potential Data Sjsteas Deserving Further Study
Within the framework Just given, there seam

to be a clear need to intensively examine the
potential of particular data lineage systeav to
answer certain Questions. We will illustrate
tall point by looting at one of the most
pressin0 :7:4s in the United Slates where better
data are nevuo -- this is on 04T rapidly
radio aged M3N':tion. Even if we confine
ourselves to ve. ".Ile area, asp subsidiary
Issue. must ". r:Lid. For example, when
are V* grea:ov, in data on health.
general dwrowdr.,:c ,,,:oration, financial data,
or the extent in funeral programs provide
support? Iv what fo.)Jws, there has been no
attempt to answer this ourstion. To do fO. WO
world go well bavcod the scope of the present
paper. Instead, lucre if a discussion of four
data )('cage environments that, depending on the
answer to the evestion. may warrant further
study. Special emphasis has been placed on the
limitations of working in each of these settings
and of the role that a strong outside user migh.
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play in overcoming those limitations.

Social Security and Health Can Fluxing
AaliTssf...tions The Social Secerity (SSA) and
Ilicinrare-Froanciog Adainistratioes (HCFA) are
unlikely to Me the lead in building and
mint/lining "Moral purpose statistics: data

inkage systems, in part because Of a reduced
emphasis on basic and applied research.
Nevertheless, the progris-oritotod statistical

activities of there agencies- will. continue to
give them an impertaet role in date lineage
efforts welch are consistent with agency

missions. The potential at SSA and HCFA for
providing improved MVOS of statistics IA the
aging population depends on the extent to which
they are able to: maintain major in-house
data lineage efforts, like the Captinuous Work
History Swain (e.g.. Sealer and Salta. 1910)
and the Medicare Statistical System (U.S. Health
Can Financing administration.. 1983): (2)

continue to sponsor or co- sponsor periodic or ad
hoc surveys: and (31 cooperate in linkaii
iTisOles sponsored elsewhere (for example. In tae
SWIM of Inches and Program Participation or in

the Health loterview Survey1 if they are in

support of the agonies' mission.

However, these efforts would need to be
coupled with stray outside user support. Al
SSA and NCFA. there may be a particularly
pressing need for outside users to aid in the
resumption of same fora of public release of
subset*. at lust, of the administrative samples
eon being mmeloyed almost solely for ii141(1110

Internal 11,11001.3 Service -- It seems polatless
to speculate nom 184 degree to which
interagency data linkages can or should tate
place involving ;sternal Renew Service (IRS)
date. foreddei)r-SUtutory barriers niirrinaY
limit acceSrto tax records and, even when the
legal rtemiremots can be met, marry other
agonies, notably the Conas Dorm, feel they
would be unable to engage in a cooperative study

because of coaceros about public perception.

American social customs. particularly concerti'
about lie Ironer.* stead as nearly
insurmountable obstacles in the short run.

It is possible, thank, to use IRS records
essentially all by themselves as a basis for
studflog the aged population. This may seem
surprising because the statistical program of
the !demi Renew Service is not looked at
typically as a source of such information.

Certainly the Statistics of Income publication
series has focused very little oo file aged, and
then mainly throw the woe of the age exemption
to Identify taxmen 6S years or older (e.g..
Rolla and Kotielec. 19841. grader-based
research has bees possible tarougb occasional

linkages between the IRS's Individual Income Tax
Model File mid Social Security information. In

a few .ases. these lineages have resulted in
public -use files (DelSene. 19791. out INS not
been done is to look at the aging population
longitudinally, although this is fairly
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Internal Revenue Service, Pg. 2

straightforward, at least back to 1972.

Furthermore, with the recent addition of

complete SSA year-of-birth Information to IRS

files. it will be possible to routinely study
age cohorts by wens other than the age

exemption. It is also noteworthy of mention
that linkages between IRS files and the recently
instituted National Death Index have Just been
wccensfully instituted (Bents, 1985).

tar returns probably represent the.single best

source of financial information and could.

therrfore, prove of value in studying the aging
proce$. There are, however, three mein

imitations to their use

flat, the income data, while of exceedingly
nigh ouality (relative to surveys), are

incomplete since certain nontaxable incomes

have been omitted (e.g., tax-exempt bond

interest and welfare payments). Until

recently, social security benefits were

unavailable but they are new potentially

taxable (beginning with 1984).

Second, the population coverage of invest

tax returns is incceplete. In fact, only

most half the population ages 56 years or
older show up as taxpayers on income tax
returns. Again, recent changes have a

iwarino here since information documents,

notably Forms 1099 from Social Security ere

filed with the Internal Revenue Service for

all social security beneficiaries. ThiS

change permits an ekbanded popu'ation

concept that could 'be essentially complete
for the aged population.

Third, the tax return is exceedingly outward

as a unit of analysis for some purpos'A

since it does not always conform to

enVentlOnal family and household concepts
(Irwin and Herriot, 1432). It Is possible

though, using information documents like

forms W-2 (for wages). Forms W -2P (for

private pensions), and Forms 1099 (for

social security payments, dividend,

Interest, etc.), to develop approximate

financial profiles of virtually all

individuals aged 65 or older. (Major gaps

would exist, of course, for supplemental
security income recipients and recipients of

veterans disability benefits.) There does
not appear to be much hope in inferring
changes In lifestyles directly from the

current IRS information, although the

proposed addition of dependent social

security numbers could lead to real progress
(iilvey and Scheuren, 1982).

Depending on its extent, the cost of

'Will:lining an IRS 4cta linkage system to study
ash., rood be suite modest. Public.use files
are 1,csible, but, as with the Social Security
and lUalill Care financing Administrations,

strong outside support would be needed.

national Center for Health Statistics --

RecenE changes Olden and ;reenberg. 1983) at
the national Center for Health Statistics

suggest that the Center may be assuming a

I. anion role In sponsoring data linkage
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systems. Naturally at appropriately, the focus

of tl se systems will be fault, narrow, looking
almost solely at health concerns. The National

Health Interview Survey (HIS), involving about

40,000 households annually, appears to be the

Center's main survey vehicle .for the approach

it is planning to take. Continued periodic

matching to Medicare records seems planned (Cox
and Folsom. 1984) and. of course, the Nitional
Death Index can be expected to be fully

exploited (Patterson and Bilgrad. 1985). Still

other linkage efforts are underway (e.g..

Johnston. et al.. 1984) which, taken together,
suggest tit Elie Center is pursuing a coherent,
fully integrated approach, 00th among its

surveys and towards needed vital record systems.
When the social security number ovestion was

added to the HIS a few years ago, it was largely
for matching to the National Death Index. Great

care initially was given to securing informed

consent from respondents before obtaining the

information. This approached tedious and
expensive. How the social security number

ouestion IS simply asked without much
explanation; and. only if reovested, are reasons

given for why tne information needs to be

obtained (see Appendix C). Response rates are
quite high, about 90t, and it appears that the
HIS may constitute a major vehicle for

successful data linkage approach to studying

aging. Concerns exist about the reidenti -

fication problem, but exactly how the Center
will deal with this factor is unclear.

Bureau of the Census -- Historically, the

Census Bureau has played a major role in federal

data linkage ousters involving surveys,

sometimes as the sale sponsor (e.g., :Midge*
and Hogan, 1984), but often as a partner in

conducting a particular study (e.g., as with

Social Security, Bixby. 1970). Much of this

work has focussed on the Current Population

Survey (Kilos and Scheuren 1978). Of more
promise in future studies of aging has been the
development of the Survey of Income and Program
Participation (SDP), which has as one of its
design elements the notion that data linkages
would be attempted, at least to Social Security
information (Kasprzyk, 1983). SIPP, which may

settle down to a sample size of about 30,030
households annually, is certainly of sufficient
size and Stope to loot at many general

demographic, financial and program related

questions concerning aging. The 5511 reporting

rate is on the order of POI; hence, the needed
resources to *perfect' the linkage (and the

analysis problems resulting from faulty or

incomplete linkage) should he entirely

manageable. OVarsanding is possible for

particular Subgroups (e.g., those aged 65 or
older); however, unfortunately. Sinn, like the

HIS, is confined to the noninstitutional
population and for studies of the very old it
may not be suitable alone.

Two difficulties exist with SIPP that further
research may resolve, first is the extent to
which informed consent is being obtained when

the social security nunber is being secured
(PP's approacn is similar to that in the HIS.
e Appendix 01. Related t0 thIS corcern, of

courle, is the extent to which uch consent is
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felt to be needed. The second Issue, and one
that seines exceedingly troubleme to the Census
Bureau. Is the 'reitlehtIficatIme problem.
(Briefly stated, the reIdentIfIcatIos problee is
particularly acute when linkage is concerned,

because the cooperating mpenCfes mfght have

enough data on the Ward file to reidentify

virtually all of the Individuals linked.)
The Coney' Bureau appears to be searching for

a solution that Involves either simply rot

releasing public -use files of linked data or
releasing publicus. flies balm only very

United linked data have been provided and soot
kind of easkthq technfoue has been employed to
prevent releentificatfon. Given throe restric-
tions, it must be said, there seem to be real
difficulties in concluding that there are

suffIctent benefits to outside users of a

SIN-basest data linkage systam. Some fmrther

comnents on this dilere and ways a general

research pnogran could address it are given

below.

General Issues Deserving Further Study

Further researcn Is needed on a wide range of

data linkage both structural and

technical. Four, in partfcular, sum, out from
the rest and deserve special attahtfos: ethical

and 1'161 concArns, public perception Questions,
finding solutions to the refdestfffcation
problem, and finally. analyses tows in the

presence of matching errors.

EtC.cal concerns such as those raised by

Gastwirth (1926) seem to need a sere specific
answer than they hare been given to far 0.94,
as by Mentos, 1980. what eight he done is to

obtain some data direct;; bearing on how

respondents actually thief about data lirgege.
We could approach this In a way stellar to the
earlier study by the Ealefttas on National

Statistics concerning confidentiality guarantees
(Committee on National Skatistfcs, 19191.
Within the context of corolla survey efforts in
NIS and SDP it sight be extreeely valuable to
know tow often respondents ask for clarification
before providing social security webers sod to
code the cases accordingly so we can loot at
differential refusal rates, for exegete. Again.

exactly what is Said (by respondents and
Interviewers) typically when respeodests do
ask? Legal and procedural issues albound here.

too. For example, how long. even assuming

informed coeseht, can the consent he treated as
binding? Social Security practices with out.1de
researchers (when two obtain contest to gain
aces to IndivIduel records) is te treat the
consent as binding potentially only 'me; Uses,
reouests for information on the same subjects
may moire a renewal of the consent. Sighed
consent agreements an also rewired of outside
researchers. Such a moOrt000t has mover bum
Imposed, say. in Census Pure& surveys, but
should It bet If it were, beat boold be the
costs of such 4 practice in toter/leo time.
reduced response, and coo - oration generally?
Pabljc perception con:erns deserve to be

exastned In depth. To out exult are we
already violating tee public's sense of the
social customs within notch statisticians are
supposed to wore? the Public opinion polling
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results reported In &males an ' wove lIStS)

need to he followed ,4 won not Seem
defensible simply to speculate about whether
this or that approach to data linkage would be
acceptable to the poblic. boil* be can newer
use opinion polling to answer all the many
specific issues that foist here, mob can be
done. Of particular interest my he the extent
to which the public Maws or assumes soon
linkages take place now and for what purposes;
to perceived legitimacy of actual and perceived
purposes; whether statutory or cannons/a
prohibitions against efforts at reidestificatfon
would be seen to be odeemate; and so on.

We do not bel'eve that an entirely

satisfactory tocofaO1 solotfoo to the_
reidentffication problem is possible; but
great deal more can be done to allow for at
least Mated release of limed fnformatioo.
The wort of Paass (199S) and Smith and Scheuren
(194Sa) is suggestive here. T144 line of attack
that appears most promising Is west might be
termed a three-step process. First, slice' to
data up into small *novo bits so that each of
the 'bits' can he adeouataly linked. (The data,
for example. Went be divided op into disjoint
subsets and for each subset of observations,
say, only 2 to 4 different Items of ad eel.
'teeth** data would be provided.) Second, If

the Slices are chases appropriately, teen one
can *splice* Woe together the complete data set
ono, statistical matching; not in a setting
w here the cOeveetfonal. -sod usually false
conditional--iodeptedence atsomptfoe (e.g..

Modem's. 19114) does not soave to he Rode.
Molly, the masking step can add 'poise" to the
data set in such a way that certafe analytic
results are either fhwerfamt wader the noise
triumsformetioe er correctfon factors can he
calculated and readily applied.
Than are mem_ mimes losses in this

approach. For example, the effective sample
sire of the Weed data foots may have WINE
coosiderenly. In amr Case more research on tells
trotter is defioftely warranted, (maybe ewe* if
costrectua) and total solutions turn Set to be
eventually possible). Either nay, public access
to the Hulked data sets most be sees as a key
objective mots Sigh studies an undertaken mid,
to the extant possible, minis* practices should
be as open as with any other data set (Commfttee
on National Statistics, 1999).

Melly, a mustier of sholysis issues have been
eentfoned match deserve further research,
*specially in measuring =IOW/ errors we
adjusting the matched results accordingly. In

particular, we seed to tied a way to escape the
mistorical dilemma that the dissemination and
growth of sound theory and practice nave been
retarded by the perceived unteuenets of easy
Unser pevOlabd (and the customized solutfoos
this perception has led to). The profound
nature of the canoe sense principles upon "mks
good practice is based are of widely moos*
appreciated. insufficient Olestfon bus been
paid to the 'Layoff issue: In data lineage
systems, perhaps because so soon creative energy
and ffnoncial resources typically go into the
linkage steps ( Smith and Scheuren, ltna). It

as/ be too optimistic to suppose that thin.' are
now changing, but there is some evidence this

effect in the success of the HI'S Ile.hforton
Statistical Society Workshop on Exact retching
rethC,000eS (kilts and 'bey. MEL In any
Cast, it is tine to stop treating notching as a
necessary tut dirty business. isolated (ran
,ther rerte of statistical theory and practice.

t
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National Cancer Institute
Vincent T. DeVita, Jr., H.D.
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Statement

NCI

Cancer is prinarily a di f older people. Over 55 percent of newly
diagnosed cases and more than 60 percent of the deaths certified as due to
cancer are in people over the age of 65. Thus, as the population ages,
even if the risk of developing or dying from cancer does not increase, the
absolute number of cancer cases will increase. Therefore, it is of particular
importance to assess the changes that are taking place in our pcNilation and
,the effects that these changes will have on the cancer burden.

We hnom that two forces are at work which will significantly alter the cancer
experience of the United States population, in general; the cancer experience
of the elderly population, in particular. These forces are: (1) the shift
towards an older population; and (2) declining mortality from non-cancer
causes of death, particularly cardiovascular disease, which is expected to
continue. Abrexpected outcome of these changes is that there may be an
increased number of cancer cases, in general, and possibly a shift in tl4
distribution of the types of cancer to those for which existing prevention,
early detection or treatment and care resources are not readily available.

A major cancer control and prevention effort is underway by the National
Cancer Institute. The goal of this effort is to decrease the cancer mortality
rate by fifty percent by the Year 2000. We have identified the following
issues which need further clarification to assist us in our planning,
problem identification and evaluation.

o More information needs to be collected or concomitant medical problems,
including multiple conditions present at death. The presence or
absence of chronic health problems affects the cancer diagnosis,
treatment, and rehabilitation decision-making by medical practitioners.

More detailed information on the aged (not only ages 65+ but also
ages 75+); perhaps they should be over-sampled periodically on
national health surveys. Note that the HANES has an upper cutoff at
age 75.

Health statistics related to health system usage are important on a
sex-specific basis since medical problems are different for males
and females. For example, medical expenditures, hospital discharges,
length of stay, and chronic illnesses should be reported by gender.

O It would be helpful to have compilations of data from other developed
countries on health conditions and health expenditures that could be
used for comparisons with similar data in the United States.

The effect of eliminating or reducing specific causes of death and
thereby lengthening life expectancy on cancer incidence, survival,
and mortality rates.
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National Cancer Institute NCI

Pagel

The new demands that will ba placed on the medical care system
by changing the risk factors for multiple diseases.

Population projections and estimates, taking into consideration
changing cause-specific death rates. For example, how do the
decreasinb mortality tates from heart disease affect population
estimates into the Year 2000 and beyond?

Years of potential life lost to deaths from specific causes and
how this will be expected to change as advances are made in
treatment and prevention.

Studies need to be made and reports disseminated rega'ing the
economic consequences of chronic di among the elderly.

Adequate cost data on cancer patients is not readily available;
this is because cancer is a chronic disease, and during a patient's
cancer lifetime the patient may move. be treated by several
physicians and be seen in different institutions. Currently, costs
are presented as average annual figures. It would be note useful
to have available costs per patient throughout the patient's total
cancer experience.
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N: ,nal Center for Health Statistics

Summit Meeting on Aging-Related Statistics
May 2, 1986

Issues for Discussion

Submitted by the 4itional Center for Health Statistics

What course are mortality and morbidity rate trends for the elderly likely
to follow over the next several decades? Is active life expectancy likely
to increase as rapidly or more rapidly than total life expectancy? What
can be done to postpone the onset of dependency? What are the resource
implications of alternative scenarios for the future?

While the depiction of the present situation remains a major function of
the statistical system, future oriented questions such as the foregoing are
of dominant inuerest. Epidemiologic and health service models underlie
such prophetic endeavors. These models generally require transition
parameters, the probability, for example, of moving during a given time
from a state of functional independence to a state of dependence. To
estimate such probabilities, longitudinal observations are required. We

need to track individuals from one situation to the next.

There are currently a number of prospective and a number of retrospective
surveys under way that provide information on transition probabilities.
However, there remain many gaps. If we had surveys following older
patients for periods of time subsequent to hospital discharge, we would be
far better situated to assess the impact of prospective payment and
generally to model health and health care. Similarly, surveys following
cohorts of long-term care institution first admissions could provide the
types of information needed for formulating the provisions of insurance and
prospective payment schemes. While problems of personal privacy and survey

logistics make such surveys difficult, the potential payoff is the

developmental travail.

The linkage of survey response with administrative records provides a
highly cost-effective approach to expanding our longitudinal data base.
For instance, linking health assessments from health examination surveys to
Medicare records regarding the use of health services increases our
knowledge of the course of certain medical conditions and of their resource
implications. Similarly, linkage of survey responses to the Rational Death
Index contributes to the identification of factors related to disease risks

and prognosis. The facilitation of record linkage, while protecting
privacy and confidentiality, should be a key initiative. The current
obstacles to information sharing may be more stringent than necessary.

The analysis of cause-of-death trends can be a productive epidemiologic

tool. As the proportion of deaths at advanced age increases, problems with
the current system of cause-of-death attributions become more apvvent.
Many of the elderly are afflicted with a multitude of conditions and the
attribution of the death to a particular sequence of disease conditions may
not be maximally instructive. Consideration needs to be given to the
development of Improved classificatory systems for the health conditions of

the elderly as they affect quality of life and lead eventually to death.
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National Center for Health Statistics. pg. 2 NCHS

Memory loss and related cognitive deficits tend to become more prevalent
with increasing age. Such losses render problematic the precision of
survey responses provided by some older people. It is often difficult to
tell whether the responses of particular individuals to certain types of
questions are of adequate quality or whether it would be preferable to
nbtain the requisite information frca=an informant. It may well be
aofitable to invest in methodological research irto the optimal procedures
for eliciting information from and about the elderly pepvlation.

Intense interdisciplinary collaboration is critical tr the establishment.
maintenance and appropriate exploitation of statistical data systems
pertaining to the elderly. ExpertisO in geriatrics and medical care mat
be melded with the social, science and statistical orientations of the
average survey professional. Health and functional limitations become
dominant factors in the lives of many people at advanced ages and their
measurement is an imperative if our statistics are to inform public policy.
For instance, we cannot develop a sensit long-term care policy oiless we
are measuring inter-cohort tf.ids in various types of urinary incontinence.
tendency to :all. dependenc 4.1 various activities of daily living.
cognitive impairments. etc. Intimate familiarity with elderly people and
the physiological, psychological, and social bases of their problems is
essential to the appropriate design and interpretation of such
measurements.

To this end, we should work to lower barriers between Federal statistical
agencies a.id the scientifi,1 community in scholarly institutions, industry
and community agencies. There is potentially far more knowledge of value
to -be gained Ult.:ugh the analysis of an agency's statistical output than
could pos:Z.ly be extracted by its own staff. Only by making public use
data tares widely available and encouraging their analysis by non -
governnentt' scientists can we reap the full be- :fits of our statistical
data ixamoilation activities.

1 0
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DEPARTMENT Or HEALTH a HUMAN SERVICES Pubic Health Son Oeo

Men- wandum
Oro April 25, 1986

From Director, Division of Intramural Research, National Center for Health

Services Research and Health Care Technology

&moat Statement on Vital Issues Related*to the Aged

To Cynthia M. Taeuber

The National Center for ' Ith Services Research and Health Care

Technology Assessment wa afoemed of the May 2 meeting last week. We

were not asked initially and orly learned yesterday that a statement
regarding policy Issues relat(ag to the aging population would be

useful. Give, the the availeble, I thought it would be best to send a

brief oven,' the analytic plan far the 1987 National Medical

Expendi:vre ty. This plan in presenting the general areas of

analysis al ?resents many of the public policy issues relevant to the

population over 65 years.

f
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National Medical Expenditure Survey

NMES succeeds a series of national medical expenditures surveys, most notably
the 1980 National Medical Care Utilization and Expenditures Survey (NMCUES)
and the 1977 National, Mcdtcal Care Expenditures Survey (NMCES). While the
data sets from these'surv,/s hime'served health care policy makers and
analysts well,,they will be long out of date by 1988, chen the first analyses
from NMES data will be ',tellable. The 1980s have been and continue to be a
decade of fir-reaching changes in the struc,ure of the health care delivery
system and of private health insurance, in he structure and outreach of
Federal health care programs, and in the demographic composition of the
country. How these changes affect the kinds and amounts of health care
Americans use, how they will pay for it, and the implications of further
changes in health care policy are questions that NMES data and the analyses
based on then will help to answer.

The 1987 NMES is designed to meet the nation's needs for planning and
monitoring health expenditures and health insurance coverage. By extending
data collection to the institutionalized population, and by oversampling
population groups of particular policy interest, NMES will provide a more
complete picture of the health care utilization and expenditures of the United
States population, and of their insurance coverage, Than the 1977 NMCES and
the 1980 NMCUES. The resulting estimates will permit evaluating both the
overall impact and'specific effects of current programs and legislative
proposal: on cost and utilization across all sectors of the health care
delivery system.

The 1987 NMES will obtain data from a national probability sample of the
civilian noninstitutionalized population. The NMES sample (approximately
14,000 households) will include oversampling of groups of particular policy
interest: blacks, hispanics, the poor and near poor, the elderly, and persons
with functional limitations. The NMES Household Survey will be a year-long
panel collecting measures of health status, use of health care services,
expenditures and sources of payment, insurance coverage, employment, income
and assets, and demographic information. A particular focus will be
community-based long-term care. Household data will be supplemented by
surveys of medical and health insurance providers and by data from Medicare
administrative files.

An important feature of NMES will be an Institutional Population Component

(IPC), which will survey about 13,000 persons in trwsi g homes, facilities for
the mentally retarded, and psychiatric hospitals t 1 collect data similar to
those for the noninstitutionalized househ' pub lotion. The IPC universe
includes all persons in these long-term 1 psc,Cdtions for any part of
1987. IPC and household data will pros 't tta first composite picture of the
nation's needs for long-term health car

With this institutional compoaent, the alytic potential of NMES will
encompass national estimates of health services use, expenditures, and
insurance coverage or (1) the entire U.S. civilian population, including the
institutionalized; (2) the entire long-term care population, whether residing
in institutions or in the conmunity; and (3) institutionalized groulz of
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concern (persons in nursing homes, in facilities for the mentally retarded,

and in psychiatric hospitals).

NMES,will,be administered by the Health Care financing Administration (HCFA)
and the National Center for Health Services Research (NCHSR). The National
Center for Nualth Statistics (NCHS) will assume a supporting role, providing
consultation and technical advice as available resources permit. HCFA's
primary concern is utilization and expenditure data for persons in the
Medicare and Medicaid populations. NCHSR, through the Division of Intramural
Research, will use the data for policy research on key national health issues,
including the effects Of prepotals to change patterns and levels of use and
expenditures and the structure of privite 'health insurancl and federal
financing programs. The NMES objectives of the National Institute of Mental
Health parallel those of HCFA and NCHSR and additionally focus on patterns of
community versus institutional care of persons with and without mental illness
and related reimbursement patterns. NMES will be used by the Indian Health
Service (INS) to ascertain all health care resources (IHS and non-INS) being
utilized by American Indians and Alaska Natives, and to estimate associated
charges and sources of payment.

The data collection contract was awarded in February 1986. The household
survey and IPC surveys will be carried out in calendar year 1987 and 1988, to
reflect the experience in 1987. The first published reports are expected in

June 1988. It is anticipated that the complete data set will be available for

analysis by 1989.

I
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NMES ANALYSIS PLAN

MMES is unique in the depth, breadth, and quality of the information that will
be obtained on matters that,have been or are likely to be the focus of public
policy. In combination with secondary surveys of medical providers and health
insurers and with HCFA administrative records, it will provide national
estimates of health expenditures and the sources of payment for these
expenditures from a national sample survey of persons in households and of
persons residing in long-term care facilities.

In contrast to information available from program statistics only, MMES will
thus permit comprehensive analyses of data on all, public and private sources
of financing and health care coverage, including public programs, private
health insurance, and out-of-pocket payments by families and individuals. The
data base will, therefore, permit assessment of the multiple implications of
changes in public and private health care benefits,, in methods of financing
both health care and insurance coverage, and in various public and private
subsidies, income tax exemptions, and employe, compensation arrangements.

The MMES panel design of several rounds of interviewing over a full calendar
year makes it possible to detect the effect of changes in health status,
income, employment, and eligibility for public and private insurance coverage
on use of services and public and private expenditures for care. Because data
from MMES will be comparable to those from earlier surveys, it will be
possible to relate long-term trends to structural change and modifications of
public policy.

The analytical power of the data will be enhanced by oversampling groups of
particular health policy interest. Oversampling will permit detailed analyses
of the effects on the provision and financing of care of demographic changes,
such as the increasing proportion of the elderly in the population.

The rest of this statement describos HIES research foci in more detail. Areas
of analysis are described under the major headings 'Overview of National
Health Expenditures,' which refer to wide-ranging analyses of basic national
health care financing issues, and 'Private Health Insurance,' 'Public
Financing Programs,' and ' Long -Term Care,' which represent more closely
defined sets of issues of particular policy concern. Across these categories,
analyses will cover a variety of population groups, such as the poor, the
elderly or the mentally retarded in institutions, as well as examine issues
that overlap categories, so as to provide a comprehensive picture of
populations and services of interest, relevant financing sources, and issues
of general and specific policy concern. Also, the comprehensiveness and
flexibility of the MMES data base will permit analysts and iolicy makers to
addret; new policy issues which will undoubtedly emerge bl he end of this
decade and the beginning of the next.

1 12
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OVERVIEW OF NATIONAL HEALTH EXPENDITURES

Because of its large and nationally representative sample, and the range and
detail of its data base, MMES can provide a full overview of national health
care and health expenditures. The data will be used to analyze:

'1. The composition and distribution of national health expenditures with
regard to

General patterns of health expenditures, types
of services consumed, sources of care, and
variations in expenditures by individuals and
families.

Sources of payment, including public programs'
such as Medicare, Medicaid, and DMUS;
private insurance; and out -ofpocket payments.

Direct and indirect expenditures for episodes
of illness related to relatively common
conditions such heart disease, diabetes, and
arthritis, and, for the institutionalized
elderly, Alzheimer's disease.

2. Trends in the nature and distribution of rational health expenditures in
the noninstitutionalized 'nation, using data from the 1977 NMCES and

e ana yze snir in the pattern of expenditures,
sources of care, and services consumed.

3. Determinants of the use of services and expenditures with regard to

Social and demographic factors such as the
increasing number of elderly Americans, and
changes in employment, marital status, and
income.

Methods of financing health care and health
insurance.

The availability, characteristics, and
organizational arrangements of both
institutional and ambulatory care providers.

113
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The health habits, life styles, and behavioral
patterns of individuals and families.

NCHSR

4. Specific population groups whose health care use or expenditures are now
or can be expected to be of policy interest, especially the elderly,
with regard to

The relationship between levels of disabil
and functional dependency in the population 65
and older, the sociodemographic and economic
characteristics of this population, and their
use of and expenditures for health services.

The effects of the increasing number and
proportion of elderly -in the population on the
Medicare program, expenditures for long-term
care, and the health system more generally.

PRIVIATE HEALTH INSURANCE

A major feature of WES will be the quantity and quality of information on the
source, premiums, and benefits of private health insurance in the United
States. This information will reflect the restructuring of private insurance
now occurring, such as self-insurance, the introduction of multiple options,
and a redesign of benefits. The data will be used to analyze:

1. Enrollment and benefit provisions with regard to

The number and characteristics of ,persons
covered by single or multiple plans and changes
in coverage during the year attributable to
changes in employment and in marital and
dependent status.

The number and characteristics of privately
insured individuals and families who are also
eligible for Federal health benefits, such as
the elderly, veterans, and dependents of those
on active duty with the military.

114
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The number, characteristics, and benefits of
those with individual or group coverage,

commercial and nonprofit coverage, and coverage
through health maintenance organizations or
other alternative delivery systems.

The number and characteristics of working and
retired Medicare beneficiaries who are elso

covered by employment-related and/or other
private health insurance.

2. Trends in the structure and financing of private health insurance for
both the elderly and the younger unlit populations, using data from the
1977 NMCES to analyze changes in employer and employee premium

contributions, in benefits and options available from employers, and in
policy provisions. For the working, population, particular emphasis will

be given to analyses of how changes in 'employer premium contributions
affect the choice of health insurance benefits (i.e., high or low option
plans, individual or family coverage).

3. Factors affecting the purchase comprehensiveness, cost, and continuity

of private insurance coverage with regard to

Employee wage level, occupation, industry,
collective bargaining, and employment status.

Family structure, family income, and changes in
household composition and marital status.

The overall design of employee fringe benefits
and their treatment under the tax code.

The extent to which continuation and conversion
provisions in private health insurance policies
limit the loss of coverage during periods of
unemployment.

4. The effect of different benefit_programs and insurance
provisions on use of services, out-of-pocket payments,
and total expenditures for health care.

5. Existing or proposed public policies with regard to
mandatory or minimum benefit requirements and taxation

of employer -pal-d-premiums.

115
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PUBLIC FINANCING PROGRAMS

A major feature of the 1977 and 1983 expenditure surveys was the data on
expenditures and use of services under various public financing programs such
as Medicare, Medicaid, CHAMPUS, and the Veterans Administration. MMES data
will be even more valuable in this regard because of the decision to include
the institutionalized population and to oversample particular groups of
beneficiaries. The forming describes some of the general analyses with
regard to all pUblic programs, and than more specific analyses of Medicare and
Medicaid recipients.

1. General Analyses

a. The characteristics and behavior of the populations
eligible for each of the public programs, including the
number, composition, use of services, and expenditures of
the population eligible for benefits under Medicare,
Medicaid, CHAMPUS/CHAMPVA, the Veterans Administration,
and the Indian Health Service. These estimates will
encompass all eligible persons, whether served by the
program or not, and all expenditures, whether covered by
the program or not.

b. Trends with respect to the number, composition, use, and
expenditures of persons eligible for public programs.

c. The impact on expenditures and use of services and
sources of care that would result from new policy
initiatives. The flexible nature of the MMES data mill
allow modeling of a variety of proposed changes in
eligibility requirements, benefit structure, and
reimbursement policies.. Among the policy issues that
could be addressed are

Changes in the structure of Medicare benefits,
including possible changes in deouctiblos and
coinsurance as well as changes in coverage for
catastrophic illness.

The implications of gradually increasing the
age of Medicare eligibility.
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CHAMPUS copayments and benefits and their

effects, such as increased deductibles and
changes in benefits for dental care and for
catastrophic illness.

The implications of various alternative

eligibility criteria for care in VA facilities.

d. The impact on expenditures and use of public programs of

changes in population structure such as an increase in

the proportion of the elderly; in organizational

arrangements such as alternatives to nursing home care;

and in the structure of the health industry.

2. Medicaid

Both the 1977 NMCES and 1980 *CUES provided
important and unique data on

the behavior of the Medicaid population. MMES will permit even closer

analysis of this group because it will provide information on Medicaid

beneficiaries who reside in institutions. The data will be used to

analyze:

a. The characteristics, use. and expenditures of all

Medicaid beneficiaries in the institutionalized and

noninstitutionalized population with regard to

differences between the institutionalized and

noninstitutionalized and their relative impact on the

amount and composition of Medicaid expenditures.

including changes in eligibility status over the course

of the year.

b. The interrelationships between Medicaid and Medicare

coverage for the poor elderly and those in nursing homes.

c. Eligibility for the medically needy category. and spend -

down of personal and family assets.

d. Analyzing how proposed changes in Medicare or Medicaid

might affect coverage. costs. and use i the other

programs. such as CHAMPUS or VA facilities.

of 117
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MMES will provide information un the characteristics of Medicare
enrollees, supolcsantary private insurance, and expenses not reimbursed
by Medicare that is unavailable from paysent and enrollment records. It

will be used for analyses of reimbursement of HMOs for care rendered to
Medicare beneficial...4c based cm the adjusted average par capita cost for
Medicare enrollees The current factors In the AAPCC have been
used since 1975 and are based on the Current Medicare Survey,

discontinued after 1977.

$IES will provide the first opportunity since the CMS to update the
weighting of the AAPCC factors, since MMES will obtain data for both
institutionalized and noninstitutionalized populations. The data will be
used to analyze the cost and adequacy of privatl insurance supplements to
Medicare, and the extension of employer-sponsored private plans to

retirees with regard to

Trends in access to care, usual source of care,
patterns of use of institutional and
noninstitutional services, and total
expenditures in relation to payment by Medicare
and other sources.

Patterns of use and expenditures for health
care services of persons covered by both
Medicare and Medicaid in comparison with
Medicare enrollees not covered by Medicaid.
This group is of interest because they are
disproportionately likely to be

institutionalized and hence disproportionately
expensive to care for.

LONG-TERM CARE

1. The Recipients of Long-Term Care

In contrast to earlier expenditure surveys, 1IES will contain an

institutional long-term care component permitting comparison between
institutionalized and community-based long-term care services. The

institutional component will also be population based: information will
be obtained on a sample of residents in nursing hoes, psychiatric
hospitals, and facilities fur the mentally retarded. These data will
complement those from the household sample, where stratification on
functional limitation will yield sufficient numbers to analyze community -
based services. Together, these data will be used to analyze:

118
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a. The number, characteristics, use and expenditures of the
entire population that is functiona:ly impaired and/or
receivin; long-term care, including

s

The population in each type of facility by
sociodemographir, and economic characteristics,
length of stay. and functional health status.

The population receiving services in the

community.

The likelihood of admission to nursing homes by

age, population characteristics, functional

health status, and coverage by private
insurance or public programs such as Medicare
and Medicaid.

Patterns of nursing home utilization, including
readmission from acute care hospitals or other
nursing facilities.

b. The range of services used by the institutionalized

population with regard to

The relationship Lotween the use of services
and age, functional health status, length of
stay, and source of payment.

Expenditures and sources of payment (including
out-of-pocket and private insurance) for all
services to the institutionalized, including

care by physicians and hosgtals outside the
institution.

c. Differences between nursing home and community-based

populations with regard to

Use of physician and acute hospital services.

The impact of charges in federal and state

Medicaid policy on institutional and community -

based care and expenditures.

119
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The consequences of Medicare prospective
payment on the use of nursing homes, and on
community-based support systems and
expenditures.

The burden of financing the care of
institutionalized parsons and how the
distribution of this burden would change as
policies such as subsidies to encourage use of
community -based care are used to discourage
institutionalization.

The effects on institutionalization of changes
in federal and state Medicaid policies.

2. Persons in Facilities for the Mentally Retarded

Of particular concern to the Health Care Financing Administration is the
rapid growth of Medicaid expenditures for persons in facilities for the
mentally retarded. NMES will provide the following information and
estimates:

a. The number and characteristics of residents in facilities
for the mentally reta-ded, it luding levels of
retardation and functialal status, facility
characteristics such as type of ownership, size, and
certification.

b. The nature of treatment being provided, method of
placement, and all source: of payment for medical and
custodial care.

c. The charges for providing care in facilities for the
mentally retarded and the nature and source of variations
between facilities.

d. Expenditures for di -act patient care and the use of
services by facility and patient characteristics, in
Particular with regard to

Personal health expenditures, including
physician, hospital, and rehabilitation
services and drugs not included in facility
reimbursement.

1 2 0
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Factors responsible for the increase in
expenditures and use of services by the
Medicaid population residing in facilities for
the mentally retarded.
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Rational Cantor for Nursing Research
Interest in AgingRelated Statistics

the Rational Center for Nursing Research (NCE1). authorized under the Health
Research Extension Act of 1985, was established for the ccnduct, support, and
dlasealnatIon of information related to basic tad cliarfa nursing research,
training, and other programs in patient care research. The mission of the
Center is brood and is further described in this legislation as concerned with
the prevention of disease. health promotion, and the nursing care of
individuals and the families of individuals with acute and chronic illnesses.

The interests of the NMI in agingrelated statistics are comprehensive cam!
Include not only basic demographic and vital statistics on the distribution
and characteristics of the elderly population but also data vtich reflect the
economic, social, physical and psychological veil being of older persons.

122
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NEI

kCf..70MIC AND EPIDEMIOLOCIC INFORMATION ON EYE DISEASES

Economic Information (Specific for Type. of Eye Disease)

Work days lost because of eye related conditions

Occupational changes required

Custodial care requirements and costs

Income tax losses due to blindness

Nov much do people spend for eye care

What Au they spend this money for

Costs for eye care treatments to permit analyses of impact of clinical trials

Determination of expenditures by public for treatments whose efficacy has

not been demonstrated

Epidemiologic Information (Specific for Types of Eye Disease)

Incidence and prevalence of eye diseases

Prevalence of eye diseases in nursing home re,idents

Prevalence of varying degrees of visual impairment

Incidence of complications (short and longterm) associated with lew

drugs, devices, and surgical procedures
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Subject: Statistics on Aging: Vital Policy Issues

Pro.: National Heart, Lung, end Blood Institute

1. Estimatei indicate that the number and the proportion of Americans over age
65 will increase markedly in the future. Accurate information on
mortality, morbidity and disability from cardiovascular and chronic
obstructive pulmonary disease is essential for measuring the magnitude of
the problem, determining the need for preventive and therapeutic services
end evaluating their impact. Attention should be given to improving the
quality of readily available sources of data including death certificates
and hospital discharge records. .-

2. Statistics on the elderly reveal substantial differences in cardiovascular
and pulndnary disease rates between men and women, blacks and whites, high
and low sot.o-econamic groups and residents of different places within the
United States. Explanations for these differences probably include
differences in incidence and severity of disease and differences in the
quality and availability of medical care. Statistics are needed to
quantify um precisely risk factor levels, prevalence, incidence and
severity of disease in'the population and disability and case fatality
rates in affected parsons.

3. It is difficuli to separate trends in mortality over time and associations
between mortality an& aging, unless data are presented by year of birth
(cohort rates) as well as by year of death. Current patterns in the
old-old may not apply in the future since succeedint generations have lived
through very different experiences. Predictions for the future would be
enhanced if cohort data were available.

4. Attention must be given to competing causes of death in order to appreciate
trends and predictions for cardiovascular and pulmonary iiseases and for
life expectancy.

5. The racial composition of the U.S. population is changing as a result of
immigration and differences in reproductive patterns. Statistics will be
needed to show how these and other demographic changes affect mortality,
morbidity and disability among the elderly.
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National Institute on Aging
NIA

foram 2.-1986 gammitweetirigou Federal Statbsticater
u

The National Institute on Aging was established by Congressional
mandate in:1974 for *the conduct and support of biomedical, social,
and behavioral research and training related to the aging process
and the diseases and other'special'probless and needs of the
eldirle. Within the tripartite biomedical/social/behavioral
legislative mandate of the Institute, two of its constituent units
have primary concern With Federal -statistics on the elderlyi the
extramural Behavidral Sciences Reiaarch Program (BSR), and the
intramural Epidemiology, Demography and Biometry Program (EDB).

The BSR Program supports research, training-and database develop-
ment across a wids rangs of disciplinei including demography,
sociology, epidemiology, economics, and psychology. ImpOrtant
priorities Within BSR include such-areas as productivity, in the
middle and later years, thu impact of the changing age composition
of the elderly, economic well being of the elderly, the effects of
gender on health and longevity, health and effective functioning,
research methods, and the Oldest Old (those age 85 and over -- an
Institute wids congressionally mandated priority). ProViding
adequate data resources for the extramural scientific-research
community is an important-BSfMnction, and BSR supports a data
archival center at the University of Michigan (see appendix), and
through interagency or cooperative agreements (see appendix) also
contracts with other agencies in order to develop databases such as
the International Database on Aging (Bureau of the Census) and the
Linked Longitudinal Study on Aging (National Center for Health
Statistics).

The intramural EDB program collects and analyses data in the areas
of epidemiology, demography, and biometry. Major studies Underway
include the NHANES I (National Health Examination Study) follow-up,
the Framingham Dementia Study, the Macroeconomic-demographic model,
the Last Days of Life Study, and the EPESE lcngitudinal studies
(Established Populations for Epidemiological Studies on the
Elderly) in four communities.

1. The appropriate sample size, sample design, and age break
reporting are generally inademIte within major federal surveys
that are especially relevant -o the elderly population.

Nationally zepresentative surveys such as the National Health
Interview Survey (NHIS), The National Medicare Expenditure Survey
(Mom ), the Survey on Income and Program Participation (SIPP), and
the Current Population Survey (CPS) often end up with inadequate
numbers for many types of analyses of the oldest old (those age 85
and over). The CPS sample of the oldest old is too small to be

1
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used to produce reliable and reasonably precise estimates of the
trends in poverty within important subgroups of this age Jroup (for
example, there are only ,N421 men. 85 in the, survey). In the NHIS,
for example, the, sampling design results in a col-iparatively vast
collection of_date,on the healthy middle, aged and a sparse dataset
on the elderly popylition which, has the heaviest burden of morbidi-
ty and disability, alidAediivesim large fraction of all transfer
payments. ItLiOmemplimg design; rtifaCi stems in part from the use
of a CPS4aSedstureau cit.the COnsui.iaapling frame that is oriented
toward coverige"Orthe libor force,population. At the, very least,
consideration Should loa,givon to the use of supplementary samples
of the .lderly tromeudk,idainiotrative files as Social Security
Administration.

The rumored ridactiOns in simple size .in, for example, SIPP and the
NIITS will exacerbate an already severs prdblem. The SIPP panel
size for example, was 11-518 for those 85+ in 1984, 11m372 in 1985,
and is likily to LE, reduced to 11m319 in 1986 (the corresponding
numbers for males 85+ are 11m149, N-106, and Nm96).

The old old and the oldest old are often invisible becausi data is
often reported only for those 65+. The practice of.reporting
statistics for the elderly as a whole obscures the very real
heterogeneity in wealth, function and used within the elderly
population. While more data is being reported by subgroups of the
elderly, considerably more effort needs to be paid, to this problem.

Coverage of the elderly population is often incomplete because
household.surveys do not include information on the elderly living,
in institutions; and sometimes do not adequately include the
elderly living in certain quasi-institutional living arrangements
within the comsunity.

Action possibilities:

As a general principle, given the expense of major Federal surveys,
Federal Agencies should coordinate activities in order to support
data gathering activities that serve multiple interests. Agencies
might explore co-funding surveys and piggybacking opportunities.

Attention should be giimn to increasing the sample size through
changes Laths sample design (e.g. oversampling elderly households,
Changing the within-household selection algorithm, and sampling
from administrative records such as Medicare Files to augment the
household sample).

If cutbacks in sample size are needed because of budgetary con-
straints, than consideration should be given to the proposition
that the reductions should not be proportional across all age
breakz.

Agancy heads should require justifications for not reporting data
relevant to the entire elderly population by 5 year aye intervals.

2
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2. Ths quality of data on the elderly is often poor.

A number of problems have tesulted in the data on especially the
oldest old being of iuspect quality. ?or example, recent
NIA-funded Studies at the Bureau of the Census have found that the
number of centenarians is more likely closer to 16,000 than to the
32,000matually.enu^erated (while an NIA funded grant project
estimated the likely number-to be,botweet 10,000 and 16,000). Such
major; inaccuracies can play hafoc,With'tho cerculetion of, for
instance, the mortality rats dfthatrgroup - =-depending upon the
census mumker'llsed,-thoi wtrue.mortality rativMould-be understated
by about half. The problems,stem not only-ftem inadequate editing
and allocation problems but also from problems, inherent in-inter-
vieuing individuals with cognitive ard hearing deficits, and from
obtaining reliable inforiation from proxies and adainiStrative
records. Special interviewing techniques are probably needed to
obtain reliable and valid information (such as medical histories)
from the elderly with cognitive or sensory impairments.

fiction possibilities:

Federal Agencies might collaborate in the development of improved
techniques for interviewing the old with sensory and cognitive
impairments. Per example, there might be increased coordination
among NCHS which is considering setting up a cognitive lab to
improve the quality of survey interview data, N/A which has called
for methodological studies that will lead to improved data on the
oldest old collected though interviews, proxies, and administrative
records, and the Bureau of the Census which is preparing for the
1990 Census.

3. There is a great need for 1) comprehensive, and 2) longitudinal
data on the elderly population.

Co- morbidity is a salient feature of the elderly, and especially
the oldest old, population. Rates of institutionalization, for
example, are dependant upon multiple factors including functioning,
specific disorders, financial status, housing Characteristics, and
available social resources. -Many surveys have in depth information
on a single area but are weak on other important topics. The CPS,
for example, collects detailed information on income, but not on
wealth or functioning. Ths Amikican Housing Survey, rich on
housing conditions, collects virtually no information owthe
functional disabilities of the occupants.

Ths answers to many important questions, such as the determinants
of poverty among the oldest old and Minority elderly, require
longitudinal data in order to understand the dynamics of the
different paths into poverty. Epidemiological studies that search
for earlier life antecedents of chronic diseases that are prevalent
among the elderly, such as the dementias, could be aided by life-
long records of medical, residential and work histories. There are

3
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al.o many surveys and epidemiological studies, some quite old,
which are not now slated for follow up, but which could provide
valuable longitudinal data on the elderly.

Act on possibilities:

Agencies could cooperate in piggy-backing modules on each other's
surveys.'

Survey results from cross-sectional surveys such as the NHIS, the
American Housing Survey (ABS), or CPS could be used as the sampling
frame for subsequent Studies -- this might involve revision of
Title-13 Privicy'Act legislation or changes in OMB regulations.

Enhanced opportunities for linking to, or sampling from, adminis-
trative records (such as Medicare Files, Social Security Adminis-
tration earnings' records, etc4should be explored' as this could
greatly expand the comprehensiveness and longitudinal dimension of
survey data.

Possibilitisi-for surveyi or studies that are not now
slated for follow up should be identified (.nd information needed
for following individuals should be routinely included in relevantsurveys). The longitudinal Study on Aging (LSOA) in which NIA is
funding the NCHS and Bureau of the Census to follow up the elderly
from the 1984 NHIS Supplement on Aging and link the file to the.Hatt al Death Index and Medicare Records is an example study.
Examples of other sta./tee that'cotild pkovide enormously useful data
at very low marginal cost Lf'followed'..p include-the-national
Nursing Home Admission Cohort, the National Long Term Survey, and
the Retirement History Survey:'-CensidetStion'shOuld be given to
funding such studies through the granemechanism (including cooper-
ative agreements) rather than solely through interagency agree*
sents.

Increasing use should be made of long running'longitudinal studies
designed to study a single disease (e.g. the Honolulu Heart Study,
the North Karelia Study, etc.) for aging studies (the Framingham
Heart study "spin - offs" into the Framingham Disability and Dementia
Studies are good-examples of this possibility).

Data gaps that might need interagency coordination, such as the
prevalence of cancer survivors, or the life or active life expec-
tancy of those with chronic impairments, should be identified and
filled.

4. Many Agencies do not fully analyse the data they collect and are
slow to make it available to outside researchers.

There are numerous examples of data sets that have been made avail-
able to the extramural community only after long delays (e.g., the

4
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surveys by the Bureau of Labor on private pensions and by NUMB on
medical expenditures). Further, while many Agencies do release
data to the MIS, the data sets are not well supported and are
difficult to use.

Action Dossibilitioa:

Where confidentiality is the major barrier Agencies might copy the
NIA-census arrangement under which outside investigators apply for
F32 and F33,NESA fellowships in order to spend a year working in a
collaborative arrangement within the agency. The IPA mechanism
could'bi used,to allow scientists from, e.g., NCHS'or ECFA to join
the NIA EDBP Prograa to work on data from the 3stablished Popula-
tion Epidemiological Studies of the Elderly (EPESE).

.
Agencies might roduce'their servicing load by helping the NIA
support the National Archive of Computerized Data on Aging at the
University of Michigan, Ann Arbor. NIA might co-sponsor data user
workshops with other agencies.

Intramural databases useful for aging research (e.g., the
Framingham based studies, would be useful for the NIA Forecasting
FM) could be made available to the extramural community.

5. There is a need Yor increased co-ordination of data gathering
and data analysis functions for_the elderly population.

The current NAB Panel on Health Statistics for an Aging Population
is considering the need for,the increases need for the coordination
of statistical policy, data-gathering and analysis of data on the
elderly and will most likely rzocazand increased co-ordination.
OMB has not preformed this task adequately. While there are a
nutter of possible agencies/committees that might be able to
perform certain aspects of.thistask, all have a significant number
of limitations. For example, AAA currently does not have the
personnel for the task; the Federal forum on Aging can help on the
informal level, but is not appropriate for formal coordination; the
Federal InterAgency Committee is not suitable as presently
constitutedvthe Bureau of the Census does not have adequate
expertise in the area of health and vital statistics, and NIA does
not have the personnel time that would be needed to perform these
tasks.

While the attractions of increased coordination are most evident
(decreased duplication and cost, increased output, etc.), there are
also a number of possible drawbacks, not the least of which are
more unproductive committee hours, everyone wanting their "angle"
in and thus destroying the integrity of an interview, adding to the
cumbersomeness of the approval process in a time when rapid action
near the end of a fiscal year is often necessary, and the lack of

5



125

NIA

representation of tt,e extramural scientific c ...eunity which often
does the most in-depth and sophisticated an, ises of the data.

Action posOrilitiet:

Agencies such as NCHS and the Bureau of the Cenras that are in-
volved in Major data collection or analysis on the elderly popula-
tion should se:*, up offices on aging to coordinate these functions.

Agencies should give consideration to publishing an annual or
biannual report on the data on the elderly to alert a) policy
makers to developing trends and data gaps, and b) extramural
scientists to new data sources (the NIA is funding the Bureau of
the Census and the NCHS to produce such reports).

If a coordinating group is established, consideration should be
given to the representation of extramural scientists (e.g., through
the National Academy), and avoiding unwieldy numbers and proce-
dures.

6. The need for increased research and training in the demography
and epidemiology of aging, as well as for crors national research.

Many contributions of social science such as sampling methodology,
survey methodology and the methods for the analysis of complex
longitudinal data sets are ignored when social science research is
criticized as soft or trivial. There is a powerful interdependence'
between Federal data on the elderly population and demographic and
epidemiological. For example, social, economic, and medical
demography, and what might be called population epidemiology, are
all Interlinked, and are all heavily dependent upon Federal data.
nn the other hand, Federal Agencies depend upon these and other
disciplines for assistance in developing surveys and appropriate
methodologies for analyzing the data. The pool of trained re-
searchers in these areas is too small for current needs.

While some disciplines are content-blind, it is simply not realis-
tic to assume that, for example, demographers trained in the area
of fertility research can be adequately sensitive to the special
problems of research on the elderly.

Cross-national demographic and epidemiological research is probably
an orphan in today's funding environment. Yet, this sittAtion
ignores the value in discovering, for example, major geographic
Variations among the elderly in disease specific mortality, morbid-
ity, and functioning.

Aatim possibility:

Adoption of a resolution or sense of the meeting in support of the
need for additional demographic and epidemiological training in

6
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aging research and training to be sent to Council, Director NIH,
and appropriate Congressional contacts.

Agencies should increase collaboration in order to develop
cross-national data sets. For example, the MS should join the
NIA/Bureau of the Census effort in creating an, International
database on aging.

Other agencies should identify research needs (methodological or
substantive) and where appropriate, NIA should take the lead in
developing and funding the research, cooperatively if possible,
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APPENDICES

National Archive for Computerized Data onLAging iNACDA1

Through a grant to the Utivirmity of Michigan, the NIA Behavioral
Sciences Program supports the Nationzl Archive for Computerized
Data on lging (NACDA), which provides survey data on aging to
researcherw around the world for,-secondary analyses. since thedollection of am*, *specially, large national longitudinal surveys,
is expensive, this N/A has encouraged the sharing of data sets. Nosingle investigator or group of investigators can completly mine
such data. Consequently, making the data available to other
researchers greatly 'increases the cost-effectiveness of research.

Behavioral Sciences Research Program Interagency Aareemante

Project Name: International Database on Aging (Interagency
Agreement with the Bureau of the Census)

This agreemontprovides.funds to the_ Bureau of, the Census to
develop an...International Database on Aging. The Database willinclude social, and economic information on foreignpopulations bulated by AA public usedata^tape,of the
Database has been released to the scientific community and for
archiving at the National Archive of Computerized Data on Aging;and a monograph on the Database will be prepared in P1 1986.

"'
-Project Name: 1980 Census Tabulations A and B (Interagency

Agreement with.the Bureau of the Census)

Thie agreament.prOvides furids to the Bureau of the Census to,
prepare speciaLtibulationi,and.public use tapes on the 1980Census. The tabulations will be.done by five -year age intervals
and will be deposited In the National Archive of Computerized Dataon Aging. Tabulation kwill be on Summary Tape rile Number 5,
while Tabulation B will be on the full Census file and will include
tabulations suggested by researchers in the community.

Project Name: Evaluation of the Quality of 1930Census Data on the
Elderly (Interagency Agreement with the Bureau of
the Census)
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This agreement provides funds to the Bureau of the Census to
evaluate the quality of the data on the elderly. The study makes
use of the special post Census enumeration survey.

Project Name: Longitudinal Study on Aging - the "LSOA"
(Interagency Agreement with the National Center
for Health Statistics):

A maple of respondent:5'mm tMe 1904 Health Interview Survey's
Supplement omAqing"will be rilenterviewed in 1986. The sample will
consist of all'thOse ovieage'80 plus, and one-helf Of those aged
70-794' The reinterview will provide information on changes in
functional status, residenco and living arrangements. The tracking
of the mortality experienceOf the Supplement on Aging through the
National Death Index will be coordinated with the linked data file
that will be developed. Attempts will also be made to link
Medicare files from HCFA to this database. The data fileswill bi
deposited at the National Archive of Computerized Data on Aging.

Project Name: Mortality Followback of the 1984 BIS Supplement on
Aging Respondents (Interagency Agreement with the
National Center forHealth'StaMietics)

This agreement provides funds tO track the mortality experience
between 1984 ehd 1989'of retpohdents to the 1984 HIS Supplement on
Aging.

,.

Project Name: NCHS Data Tape on the Elderly (Interagency Agreement
with the National Center for Health Statistics)

t

This agreement provides funds tothe National Canter for Heal4n
Statistics to prepare a special public use data tope on the aldorly
population. Thedeta tape will, combioe core health items from 1969
to the present from the various-NCHS surveys including the NHIs.
The data will be arranged so that eyfithetiodohort surveys are
possible. Where necessary, data will be pooled across fears to
allow for five-year age breaks. The data files will be deposited
at the NationaZ'Archive ofCompuierizia Data on Aging.

e- -

Project Name: Health Measures for the Panel Study of Income
Dynamics (Interagency Agreement with the National
Science Foundation)
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This agreement provides partial funding for the 1986 wave of the
PSID (University of Michigan), specifically for the addition of a
ten-minute segment to the interview of the heads -of- household and
special. 25-!minute interview of their spouses. The resulting data
will be made available to intra- and extra-mural scientists through
the National Archive of Computerized Data on Aging.

pending Interagency Agreement!

Project Naas: Foreign. born elderly

The Bureau of the Census will prepare a special data tape of
detailed tabulations (with five year age breaks where possible) of
the foreign born elderly in the 1980 Census. The data tape will be
archived at the University of Michigan NACDA.

Project Name: Bureau of the Census Annual Data Report on the
Elderly.

The Bureau of the Census will prepaue an annual report on data on
the elderly. The report to be about 20 payis will abstract the
most recent data on the elderly population in a number of areas.
Every year the Report will highlight one topic for special
coverage.

Project Name: NCHS Biannual Report on the Health and vital
Statistics of the Elderly.

The HMS will prepare a report on the most recent data on the
health of the elderly and their mortality and divorce statistics.

211u.tisLizzislizaisama,119R2s=laansLiiimetrzZraziazta

Title: Pollowup of National Health and Nutrition Examination
Survey I (NHANES I)

The purpose of this project is to design and complete a follovup of
persons examined in the HANES I to study how factors previously
measured relate to the health conditions that have developed since
the survey. The three major areas for prediction of outcome are
1) nutrition 2) risk factors for chronic disease and 3) health care
utilization. The survey will have a household interview including
self-reporting of health conditions, utilization of health services
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and behavioral and social status plus some physical measurements as
blood pressure, height, and weight.

Title: Established Populations for Epidamiologic Studies of the
(EPESE)- Yale University, University of Iowa, Harvard

UriVersity, Duke University

TVs purpose of this project is to conduct epidemiologic
inTestigations in a community to develop new knowledge concerning
the medical and social factors in health and diseases of the aged.
Studies are to be completed on problems of pain, vision, hearing,
sleep, drug use, constipation, social support and other pertinent
areas.

Title: Swills Dementia: Natural History in a Noninstitutionalized
Population

The objective of this study is to describe the course of general
health and cognitive decline in a group of SD)T victims and
controls.

Title: Dementing Illnesses in the Pramingham Heart Study

Objective: Current funding supports the continuing
neuropsychological and neurological evaluations of all study
participants suspected Of dementia, the gathering of information
related to the diagnosis of dementia from family members of
possible cases, data managing, and statistical analysis related to
the information generated by these examinations and interviews, and
coordination of the dementia/aging disability compoLents of the
study.

Title: Survey of the Last Days of Life

The purpose of this project is to collect descriptive data on the
last days of life for a community sample of persons age 65 and
older whose deaths occurred in a one-year period. In addition to
providing specific data on basic events and circumstances
sUrrounding death, ths study will provide lifetime prevalence data
for a set of conditions related to, but not necessarily causing
death. The new knowledge gained from this study will be extremely
valuable in relieving the burden of anxiety on family, friends of
the dying person, and to providers of care.
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Title: Updating and Revising the Macroeconomic-DomogLiphic Model

The objective is to update and revise the MUM. This vill involve
both re-estimation and other revisions to the equations and
structure of the model in order to update the model from nevly
available data and from insuitutional changes in Federal programs.
The and result vill be an updated nev base case for the computer
simulation model that can be used for analysis of policy Change and
population aging. This vork Shall be consistent with the ongoing
modeling.
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DEPARTMENT OF HEALTH A HUMAN SERVICES
(Lbbc Flootth Semis

Newts,' hound's of Hos Ith

Memorandum

April 21, 1986

Director, SIM

-Vital Few" Issues on Aging-Related Statistics
Meeting - May 2, 1986

T. Franklin Willie.., M.D.
Director, NIA

Two issues of major Importance to NICE r aaaaa eh programa are encompassed
by this conference on aging statistics. mental retardatI,n in the
elderly, and allocation of rescurcen to the elderly in :oaparison to
children by faille. and governs....

There is some evidence thst the mentally retarded as a group are living
longer. This gives rise to the need for Information on this group over
the life course. because it is a small group, only a very large
sample will yield enough cues to support h. Historically,
mental retardation research hasiocused on the population under age
21. The number of reported mentally retarded persons declines
after school age and tracking of these persons diminishes as they
pus out of school surveillance. It is generally understood that
the number of older mentally retarded and developmentally disabled

persons has grow progressively as a result of increased longer
and population size. Rough estimates put this population at between
200,000 and S00,000 persons in the United States. Statistics on the
aged MUD population ere difficult to achieve for lack of accepted
uniform defiottion. Supplemental Social Security (SSi) files
should proles a AXhoe'cu etloste. Vital issues for the aging
mentally retarded include guardianship, Insurability, and provision
!cc health care.

From a demographic perepent we are interested in how the
generation' interact with another to solve dependency problems.
We are interested in how public program and private institutions,
such as the family, operate to al')cate resources among the age
related dependency groups, i.e. 'el aged and children. We are
interested in both sock zonoalu n..ta and health-related data that
pertain to how well in-,viduals in successive generations are
nurtured. the standpoint of NICHD, we era primarily interested
in how well children are doing as a major dependency group in
comparison to the aged. Therefore, sets of parallel statistics
need to be developed to effect the comparisons. Furthermore, we
are interested not only in her well public programs allocate
resources to nett the needs of these two major dependency groups,
but also how families make their decist.ns as to resource allocation.
We believe that this is one of the most important public policy
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Issues facing the Federal Government in the eighties. The essence of the
ch problem really reduces to research *sang the verloas age groups with

respect to key measures of socioeconomic wellbeing, health, and.husan
development and research an the investments different generations sake in
each other. What is inhibiting meaningful research is a parallel set of
statistics that would accurately enable us to compare the wellbeing of the
aged with the wellbeir: of children, and data on public and private investeents
in human resources across the life course.

Duane Alexander, M.D.

cc: Mr. John G., gcane
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Statement of the National Institute on Alcohol
Abuse and Alcoholism on Aging Related Issues

and Research Needs*

Until very recently, little attention has been focused on alcohol

problems in the older population. According to tradition and the
resu.'.1 of the few available research findings from both the United
State._ and abroad, drinking tends to begin in the teens, peak in the
young'adult years, decrease somewhat in the middle years and decline

sharply in old age. While this may be a true reflection of reality, a
number of alternative explanations may account for or contribute to this

apparent late-life'consumption decline. As examples, many chronic

alcoholics do not survive-into old age but die prematurely of some
alcohol-related cause incluling car accidents, cirrhosis of the liver,

cardiovascular problems, etc. While these chronic clnsumers are
included in the numbers /proportions of younger group., they may not be

alive to contribute to the count of older drinkers. The majority of the

older population and also the majority of the nation's abstainers are

older women. Clearly they also contribute to this apparent decline in

consumption.

Host available studies comparing alcohol consumption across age groups
are of a cross-sectional rather than a longitudinal nature; and
gerontologists have learned well bow invalid the results of cross-
sectiona: studies can be for examining trends in the older population.
Further, most studies have incluued the elderly as a peripheral part

rather than a primary focus. Many measurement tools constructed and
appropriate for the general population may likely yield invalid findings

when used with the elderly. The aging system is considerably more
sensitive to alcohol than is that of younger generations. Given the

same amount of alcohol and all other factors being equal (i.e., body
weight), an older person will experience greater effects than will his
younger counterpart. General population instruments, such as those
measuring quantity/frequency, when used with the older population may
therefore underestimate the incidence and prevalence of late life

consumption. In view of these and other potential confounds, it is not
unreasonable to question our existing data on older people and alcohol.

Current estimates are that between 2 and 10 percent of the older

population have alcohol-related problems. Even if these estimates were

accurate, this is approximately the same prevalence as that of the

*While the Institute acknowledges the existence of critical aging-
related issues of a more general nature, this statement addresses only
-hose related specifically to alcohol and aging.
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general populMion, and a large absolute number of older persona. With
the projected' increase in size and longevity of the older population,.
and witb'the lack of a Prohibitionist culture and value system during
their developmental years, it is reasonable to expect that tomorrow's
cohort. Of elderly will consist of a much greater number and proportion
of users and abusers. The social acceptance of female drinking also
shouldrbe,reflecte6in tomorrow's numbers.

Because a, little information currently exists on elderly alcohol abuse,
there i, a critical need to collect data on a vast array of tapica
through well designed elderly-appropriate studies and instruaants. The
following are only a few of the critical issues that need investigation.

An important first step is to gather basic data on drinking patters over
a lifetime through well designed longitudinal rather than only crosc-
sectional studies. From such a data. base a number of important issues
could be examined including:

- A more realistic measure of the incidence And prevalence of
alcohol abuse it older people;

- Whether alcohol consumption does in tact taper off signifloantlY
is old age;

- Whether incidence and prevalence differ with various demographic
variables such as sex, marital status, living arrangements, SES,
health status, race, culture, ethnicity, educational level, age
(young-eld va. old -oid), number, quality, proximity and frequency
of contact with confidants comprising an older person's support
network, etc.; and,

- Whether late life heavy or problem drinking can be predicted by
drinking patterns in younger years.

Determining what factor or cluster of factors may maka an older
individual at high-risk for alcohol problems clearly is a crucial issue
for investigation. Some have suggested that various critical life
events mach as retirement or loss of spouse may precipitate alcohol
problems. Examining data on drinking patterns pre and post such life
event, may provide insight into risk factors and lay the groundwork for
more specific investigation.

The literature refers repeatedly to two basic categories of older
prnblem drinkers: those of early onset (chronics) and those of late
onset (often called reactive drinkers). Early onset refers to those who
exhibited heavy or problem drinking at young ages and continued,
intermittently or continuously, throughout their lives. Those of late
onset supposedly began problem drinking in old age presumably as a
reaction to one or more of the life atressea morn frequent in the later
than younger years such as loss of job, income, spouse, health,
mobility, residence, social status, support network, societally defined
beauty, etc. Despite their wide use and acceptance, these constructs
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have not been verified empirically. We need to determine whethor these
two categories of late life abase actually do exist and if a person who
did not customarily choose alcohol as a ooping mechanism in his/her
younger years would in fact readily adopt alcohol ss a coping device in

the later years.

Mortality rates of elderly problem drinkers may be even more enigmatic

than those of younger generations. Far too often alcohol caused/related

deaths are reported as anything but that. Cardiac arrest and liver

dysfunction are two prime examples. While the organ may in fact fail,

alcohol is seldom reported as a causal or oontributing factor.
Physicians and coroners alike need to include alcohol abuse in death
records when it is indeed appropriate; and more realistic estimates of
old age mortality rates associated with alcohol are clearly needed.

An especially critical problem is the n.n- or misdiagnosis of late life

alcoholism. Because of ;similar symptoms suoh as irritability, mood
swings, confusion, forgetfulness, memory and cognitive impairment, etc.,
alcohol problems can easily be oonfused with other conditions such as
depression, malnutrition, overmedioation or drug interaction, and

Alzheimers Disease. Perhaps of particular concern is the misdiagnosis

of alcoholism as Alzheimers Disease. This Institute has had numerous

calls from various parts of the country from peopl3, especially mental
health professionals, who suspect and are concerned that many older
persons who have been institutionalized with a diagnosis of Alzheimers
Di -ease may instead be in advanced stages of alooho _sm. The latter, an

initially treatable condition, if diagnosed as Alzheimers and left
untreated, oan in fact result in permanent irreversible brain damage.
There is a groat need to obtain accurate estimates on alcohol-related
misdiagnosis and treatment facility/program misplacement of older

persons.

Informal observations and anecdotal information suggest that
"accidental" or "inadvertentu alcohol problems may develop in residents

of retirement centers. Speculation suggests that this phenomenon may
result from the increase in frequency of the types of social occasions
at which these residents customarily engaged in social drinking during

their preretirement years. As an example, in any one day, especially at
the more exclusive retirement communities, a resident may participate in
a brunch, lunch, bridge or golf game, happy hour, dinner, party, etc.
If the residents had been accustomed throughout their lives to engaging
in social drinking during such occasions, they may well continue this

trend into their retirement years. The increased frequency of such
activities, particularly in retirement centers with a strong emphasis on
recreational and leisure activities, could result in an older resident's
drinking - evon minimal amounts - steadily throughout the day. In

short, it is important to determine whether retirement center residents
tend to consume more alcohol than do other elderly, or then they
therselves did prior to relocating to the retirement community.

Another living environment important for study is lou income congregate

housing. Staff of publio housing facilities frequently report excessive
al,thol consumption among their residents. This is not to imply a
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causal relationship between problem drinking and public housing, but

merely to assert the need to determine for whom and where late life
alcohol problems exist so that intervention and prevention efforts can

ensue.

Another crucial area for investigation pertains to the interactive
effects of alcohol and drugs (prescription and over-the-counter)
including cough syrups which are often overlooked. The interactive

effects of alcohol and only one drug can, at minimum, increase the
potency of both and at worst, result in death. Since most older
individuals consume approximately four different medications, the risk

of alcohol/drug irteracticn is'great. Even obtaining data on their

awareness of such potential health and life-threatening problems would

be a valuable centributioe.

The National Idistitute on Alcohol Abuse and Alcoholism Division of
Biometry and Epidemiology (DBE) is currently studying late life drinking
patterns by analyzing the data from the gational Health and Nutrition
Examination T gpidemiologic Followup Study (Nan). This study,

conducted from 1982-1984, was a longitudinal followup of 14,407
individuals 25 to 74 years of age who participated in the National
Health and Nutrition Examinatidp SurIey (NHANES I) during the years

1'41-1974. Since both the initial and followup studies contained
alcohol questions and since the followup study selectively oversampled
the elderly, this data base lends itself well to examination of
alcohol-related issues, in the elderly. ..DBE is currently examining
patterns of alcohol use, associated heaith problem's and mortality among
the members of the cohort age 55 and older at the time of the initial

examination. In the future, the Division plane to continue to
participate in the Eridemiologic Followup Study which is an ongoing,
continuous followup of the elderly portion of the, initial study group,

as well as periodic follower of the entire study group.

In addition, the National Institute on Alcohol Abuse and Alcoholism is
emlouraging researchers in the field to submit applications related to

alcohol and aging. One of the Inat!tutofa National Research Centers is
focused on aging and alcohol which was designated as a priority in the

respective announcement.

In November 1983, the National Institute on Alcohol Abuse and Alcoholism
together with the National Institute on Aging sponsored a malor forum on
alcohol and aging which included the discussion of relevant data from

the NM Epidemiological Catchment Area Studies. Philo these various

efforts are significant, there remains a great need to gather additional

data on a number of unanswered critical questions pertaining to alcohol

and the elderly.
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DEPARTMENT OF HEALTH R HUMAN SERVICES Pubic Health ServIca
National /nethutee of Health

Memorandum
°Ps April so. I966

FK11 National institute of Arthritis and Hueculookeletal and Skin Discuses (RAMS)

Subiwl Statistics on Aging: Vital Policy 'SSW.

To Director, National institute on Aging
Director, Bureau of the Census

The majority of Americans affected withlarthritis and eusculoskeletal
disorders/are elderly. The principal forms afflicting them are oneo-
arthritis (or degenerative joint discus), rheumatoid arthritis and
osteoporceis. In the NUKES I survey, physician-verified evidence of
ostenttbritis and rheumatoid arthritis were found in 76 patent of
males and $5 percent of felines aged 65 through 74 swanned. Moreover,
an .wtimated 90 percent of'white womeirmid 75 and older have moderate
or severe osteopornisof the done-lusher spLne as demonstrated by
x-ray examination.

The majority of skin diseases are more prevalent in the older age groups.
These include condition such as severe dry skin and the development of
necplastic lesions. According to data from the MORES I, wpprmlmately
one-third of the nation's adult population have a skin disease significant
enough towarrant exasdnation and treatment by a dermatologist.

With few exception, arthritis, eusculoskeletal disorders and many of the
skin nemeses are of the chronic debilitating fore, of generally unknown
etiology, for which long-range sonigenent and secondary-preventionln
some are the Rein forms of medical intervention. Consequently, it is
extremely important that providers of care and planners of services be
updated on the 0mi:coition and status of the affected populations.

Osteoarthritis is frectently viewed by both many patients and health care
providers as an inevitablelmul relentless consequencw of aging. This
misinterpretation of the disease can lead to needless suffering as the
elderly netts fails to seekor receive treatment which may relieve
symptom's, control disease, and prevent deformity and disability.

With respect to skin disorders, RUNES data suggest that many individuals,
parelculary in the older ago groups, do not seek prompt or appropriate
care for cattalo conditions that become or nay became malignant. These
conditions may be associated with sun exposure. This exposure has been
much greaten for individuals born aince World War II; this is likely to
become an even greater problem in the decades to coma.
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The newly created Natiosal Institute of Arthritis and Nescaloskeletal
and Skin Diseases (SIAM) was legislatively established is November 1,85.
Caceres, mandated, through that legislation. the establishment of an
NIAM Data System 'for the collection, storage, awards, retrieval, and
dissemination of data derived from patient populations with arthritis and
musealoskeletal aid skin diseases. This triodes, wham possible, data
involving general populations for the purpose of detection of individuals
with the risk of developim arthritis sad masealeskeletal aid skin diseases.'

The extramural 1W program supports epidettiologY temarch, training and
detrain development for the arthritis and mascroskeletal aerograms. Tbe
skin direr. program is is the process of lagessatims italirst registry.
The MIMS Epidemiology and Data Systems Premiere emphasised the develop-
ment of data resources for the extramural selestine research eammity.
Many of these activities on data developer have bees carriedoot in con-
structive collaboration with the NIA intramural Epidemiology. Demography
and Biometry program. The MIAIN is particularly concerted with the
following data resource truest

1. It appears that major federal army* have generally madersampled the
more physically disabled. The use of age car. tensile of individuals
who wets unable or less willing to ,omautel to ary-from -hose screening
sites and the exclusion of inentrimalird individuals have made it
extremely difficult for investigators warmers the overall burden of
arthritis, musealoskelotal and skin diseases is various Gaborone.

2. Very little population -based longitudinal data currently exist for
arthritis, euseuloskeletal or,skin diseases. Carrently. there is no
major data source where de same joint x-ray on the ear individuals
may be ermined at sore them one point to time.

3. No data sources currently exist to monitor the possibly changing
incidence of diseases, such as rbereadd arthritis, in emirs
population osiers.

n. Disease definitions themselves need to hi tensed. Conditions occurring
as s 'tetra commits.. of aging' need to be difforentistea from
functional and pathologic changes characterised as disease utates.

5. Deta sources are needed to erring sociological factors associated
with health care for arthritis and skin diseases is the elderly as
they pertain to entry into the medical care system.
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DEPARTMENT OF HEALTH a HMAN SERVICES Pubic Hn$fl Sroce

Apal 15, 1986

T. Franklin Williams. M.D.
Director
National Institute on Amg
National Institutes of Health
Building 31. Room 2002
Bethesda. Maryland 20892

Dear Dr. Williams:

National instanos zf Hecol
(WNW% Milfylind 20205
84,evy 31
Poom 2C39
POO 496. 3571

Thank you for your letter on the upciming Sumwit Meeting or. Aging-Related
Statistics. The coordination of data needs and opportunities is essential
in many fields. and aging is a good place to start.

From our Inititutofs plispect16. data on the oral health status of the
senior citfr.ns are of primary import. The results of our current Adult
Oral health Survey should provide us with an initial perspective on this
issue for those elderly who frcgdent senior centers. However. the
comparable dita on the general hiblth status of theft citizens. and the
oral health tdd general health status of all the subgroups of elderly. is
necessary. In addition. data on the utilization of health can services
(including dentistry). and expenditures for these services (including
source of payments1 by senior citizens in all subgroups would be extremely
useful. Finally. i, formation on the type. 'number and distribution of
appropriate manpower would be critical for the planning of appropriate
research. A copy of the issues stetson sent to Or. Keane is enclosed.

I have ott..0 Dr. U.:shank' V. Kleinman. Special Assistant to the Associate
Director for Program Coordinntico; Epidemiology and Oral Disease Preven-
tion Program. and Cr. L. Jackson (Jack) Brown. Acting Chief. Planning and
Evaluation Section. Office u. Planning. Evaluation end Communications. to
assist me at the May 2 meeting. With the multitude of organizations
involved in collection aging-related statistics. it will be extemely
useful to discuss aupropriate coordination mechanisms.

Enclosure

Sincerely yours.

Gil
Harald 1.6.. D.D.S.. Dr. Odont.
Di rector
National Institute of Dental Research
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Issues Regarding the Aged

The interest of the National Institute of Dental Research (HIDR) in issues

regarding the aged is particularly well documented in the attached research

agenda. a prodint of a collaborative effort between the National Institute

on Agi-;- the Veterans Administration and the HIDR. This agenda specified

research recommendations in six major areas: epidemiologic studies;

investigations of Oral tissues in aging; characterization of oral. health in

relation to general health; pursuit of the attitudes and behaviors affecting

oral health; studies of utilization of he care and health services; and

research on clinical deciion-making and treatment efficacy. In addition

to these areas. the three organizations are interested in the availability

of trained research manpower and educators who could address the

recommendations that have been proposed.

Selected "key" data needs issues facing the HIDR in implementing this

agenda which aging-related statistics can help address follow. These

issues most likely are similar to those of ow sister agencies. Data are

needed on:

o the or health status of elderly in all subgroups, such as the frail.

institutionalized. etc.

o the number and silo-ezonomic and rnmral health characteristics of

the elderly in dqfersnt subgroups. sucn as the frail.

l!.stitutisnalized. etc.

o ne socin-ecmcmic cheeacteristica of those elderly who use dental

services and on those who do not. Also. how do the medical care

seeking behav'crs of ek elderly compare to the dental utilization

behaviors.

146



142

National Institute of Dental Research

o the type of services received and frequency of dental visits by the

lderly.

o the dental cars expenditures, both out-of-pockot and third party. of

those elderly utilizing dental services. How do these expenditures

compare to those for medical care services.

o,the type, number and distribution of dental manpower pro.iding csre to

the elderly.

o the type. rumbor and distribution of dental educators toaching

geriatric dentistry.

o the type. number and distribution of dental clinical scientists and

geriatric researchers cupable of addressing the research agenda.
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Views of the National Institute of Diabetes and
Digestive and Kidney Diseases on

Aging-Related Statistics

The responsibility of the Rational Institute of Diabetes and Digestive and
Kidneypiseases,(HIO0K) is to conduct and support research into the eti-
ology, pathogenesis, treitient;!cure, and Preventionrof a number of
diseasefthat-affeCt our Natios's elderly Opulition. ',bore the diseases
under the purview 61",the MINK haVe the greatest prevalence and impact on
the aged. These inclifde Type Irdiabetes, chronic'renal failure, end-stage
renal -disease, benign prostatic hypertrophy, choleiithiasis diverticu-
losis, obesity, osteoporosis, etc.

.r.

These diseases and conditions do not convey extensive iortality as recorded
in the United States,,vital statistics system. However, We are convinced
that thgy do create tlxcessive mOrbidity,'disability, And health care costs.
and place an undue piychJlogic and economic burden oft -the elderly. Doc-
umentation of theseimpact,measures has been limited. In addition, ;,ar
knowledge of risk factors for these diseases and our understanding of their
natural history is inadequate making strategies for intervention or
prevention difficult, if not impossible, to plan.

It is for these reasons that the RINK would be eager to collaborate with
other agencies in a program to develop a full understanding of the nature,
scope, and impact of these diseases on the elderly, and an understanding of
the effect of life style, public policy and other factors on the incidence
and prevalence of these diseases.

For example, our long term longitudinal study of the Pima Indians in
Arizona has revealed a 50 percent increase the incidence of Type /I
diabetes in that population over the last 10 years. This has resulted in
an increasing incidence of end-stage renal disease in that population, and
in addition to increasing the morbidity and mortality among the Pietas, this
has created escalating health care delivery problems compounding pre-
existing problems.

What is not clear is the cause of this increased incidence in diabetes.
Presumably the genetic predisposition to diabetes has not changed over the
last decade, and the underlying causes must be sought in the environment,
life style, socio-economic status or some other extraneous factor.

It is impressive that a metabolic and genetic disease like diabetes can be
so sensitive to extraneous and 'soft" factors such as life style, but this
is very likely the case. Furthermore, this leads us to the conclusion that
the more that is known about a given opulation, the more likely we will be
able to identify those factors which govern the expression of latent
chronic diseases. This is no less true for the growing aged population.
Correlations between changes in the demographics and behaviors among the
aged and the incidence and prevalence of disease will continue to be
essential for the identification of populations 'hat ar at risk and the
design of effective disease prevention strategies.
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The policy implication'S of these considerations are many: e.g., an attempt

should be made to esign.large population studies and census_studies in

parallel in order,--to build comparable data systems.
Comparability could be

.basien cannon dataAlements.especIally in demographics. Attention should

also be paid to the,tecnology used to colledt'and store data with an

effort to make data'accetaible. Census data should include relevant

information about life style and other identifiable factors which have been

implicated.in,the.incidence and prevalence.of disease.

The implementation,of such policies would squire a great, deal of staff

time and energy, but the result of,even a modest effort would be to enhance

our mutual understanding of available data. The NIDDK is ready to offer

the relevant expertise in its disease areas in the design of future

,stddies.

Pierre F. Renault, N.D.
Acting Director, NIDDK
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Summit Heating on Aging Related Statistics
May 2, 1986

Issues for Discussion

Submitted by the National Institute of Mental Health

:n this brief outline, the authors have emphasized data questions that
shoul_ be of concern f,- future aged,cohorts. For a preview, psychiatric
disease diagnoses need to be included along with the medical diseases. In
addition mental health services and drug prescribing need to be included
along with the respective general medical services. Finally, costs of
care-both direct and indirect, need to be assessed. Interagency
collaboration on the gaps to be filled and analyses to be undertaken
is an exciting opportunity. We look forward to the "next steps' and your
responses on the below issues.

DIAGNOSTIC ISSUES

1. What will be psychiatric disease rates in future aged cohorts?

Psychiatric disease can now be assessed using reliable measures based on
the third edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III). Consideration should be given to quantifying the
frequency of specific psychiatric diseases among the elderly. The recent
Epidemiologic Catchment Area Surveys shoved that psychiatric disease can
now be assessed in the communi y and nursing home elderly. Future surveys
can use the same instrument to measure psychiatric &vase.

2. How many elderly will be suffering with both psychiatric and medical
disease? Recognizing the potential impact of psychiatric disease on
medical disease and physical on psychiatric, future efforts need to
include both types of disease measures. Study designs need to be able to

hanges in disease status and include the risk factors associated
with the development of the disease. In mental illness etiology, risk
factors could include: the leck.of social supports, multiple personal
stresses and chronic medical illness.

3. What will be the extent of cognitive impairment? Studies assessing
the elderly need to include the most sensitive cognitive impairment
screening instrument. The older this age group, the more important to
include such a screening instrument. The screen is not only useful for
,tetimating the extent of cognitive impairment among the elderly, but also
can he useful in determining where a proxy informant is nese:massy.
A related issue is to assess the ability of the general medical sector to
diagnose dementia. Unless the present low rates of recognition are
improved, the identificatiien of en effective treatment for senile
dementia may be of little benefit.
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1. What will be the extent of mental health services used by the elderly
living in the community? What will be the extent of mental health
services used by those in general medical settings? Future surveys should
not only include the services, but if possible, be able to assess impacts
of these services on health services and costs of care, Since primary
care clinicians provide many of the mental health services delivered,
comparisons of outcomes should be made for those services delivered by
primary care and specialty mental health providers.

2. What will be the future costs of health and mental health services?
In an era of cost containment and reduction it will be important to
evaluate the economic benefit of specific treatment modalities. Not only

ehould the direct costs of care be evaluated, but also the indirect costs
.d quality of care. A treatment that reduces direct costs bat increases

either indirect costs or quality of care needs to be further examined as
to its actual value in reducing costs.

3. Who will be receiving psychotropic medications? These medications are
frequently prescribed by primary care providers but frequently given
without a mental health indication. Future surveys should include the

drug dosage, regimen and length of time prescribed. In addition the
survey should clarify the specialty of the drug prescriber.

4. What will be the extent of mental illness and mental services used
in nursing homes? A very large gap exists in the lack of studies
including reliable psychiatric disease mersures; thus, an important step
will be to reliably assess psychiatric disease in nursing homes
populations. Then the use of mental health services needs to be
determined. Eventually study designs should enable anlysing the impact of
mental health service on mortality, future medical hospitalization and
general medical costs.

5. What will be the elderly's future rates of use of public vs private
mental health services? Given the increasing concern about the delivery
of services in proprietary settings, it will bu important to see if the
elderly are receiving less, more or the same levels of services in both
types of settings. Not only should the elderly's rates of admission and
services received be assessed, but also the costs and quality of care.

1r1
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SOCIAL SECURITY ADMINISTRATION

Issues for Summit Meeting

1. To what extent will older workers continue working a year or two longer
after the turn of the century when the Social Security retirement age
is raised to 66 and then to 67?

What will happen to the ability of older workers to continue working?

The increase in the retirement age was enacted largely to bring long-term
costs in line with long-term income. It may have been hoped by some
that active work lives will be extended by increasing longevity,
in the future, thus making it easier for future retires to adapt
to the higher retirement age. However, when SSA staff looked at
recent trends in the health status of older workers as part of a
Congressionally mandated study of the effects of raising the retirement
age, they found that the recent improvements in life expectancy had
not been translated into equivalent improvements in the work ability
of older persons. We want to improve measures of health status as
they relate to the ability to work. We are concerned about the extent
to which the apparent lack of improvement in health status is real
or whether, for example, it 1.3 the result of increased access to
medical care making individuals more aware of health limitations.
We also are very much interested in whether the apparent recent trends
will continue in the future. Will continued improve ents in medical
care, the living and work environments, and healthier lifestyles
translate into extension, on average, of active work lives?

What will happen to the willingness of the aged population to continue
working?

1. Desire to stop, unlikely to decline.

2. Will financial ability to r,,tire, improve or decline?

What is likely to be the future occupational mix, what proportion
of the labor force will be in physically demanding Jobs? What is
the effect of the aging process on the ability to perform physically
demanding jobs?

SSA's Retirement Age Study made some rough estimates of the future
occupational mix and of the proportion of older workers likely to
be in physically demanding jobs in the years 2000 and 2020. The
long lead time before the change in the retirement age begins to
become effective (in the year 2000) gives us a chance to refine those
estimates, however. To fully understand the implications of the
change in the retirement age, we also need to know more about the
relationship between the aging process and the ability to perform
physically demanding jobs. To what extent will working longer represent
a hardship for those in physically demanding Jobs? (e.g., how much
more difficult is it the the average 65 or 67 year-old worker to
regularly lift 25 pound weights or stand for extended periods of
time than for the average 62 year-old worker?) Also, what will oe
the mental and emotional demands of future Jobs?
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To what extent may employers encourage older workers to continue

working?

To some extent, current retirement patterns reflect current availability

of large numbers of younger workers. But as the age structure of

the work force changes in the future, to whim extent may employers
remove.disincentives or offer incentives such as more flexible work
arrangements to encourage their olds_ and more experienced workers

to stay in their jobs?

2. To what extent will retirees in the future rely on Social Security and

to what extent on other income sources?

What will be the level of financial resources of new retirees in

the future?

If the resources of the new retiree after the year 2000 were no greatz.
than today's and if Social Security benefits were claimed at the
same ages as the present, the change in the normal retirement age
would result in a reduction in annual income of about 7 percent.
But we need to know more about what tomorrow's resources will look

like. For example, we know that today's new retirees enter retirement
with greater assets than their parents. Will their children, also?
To answer that question we need longitudinal data on the asset holdings

of praretirement age cohortr. We need to know, for example, whether

IRA's represent new savings or simply shifts in the form of investments

being held. We also need to track trends in pension coverage and

vesting. And how will pension systems react to the change in the

retirement age? Will they fill the gap between the time wor<ers
quit working and the time they claim Social Security benefits? Or

will they, too, increase the age at which pensions are payable?

What happens to the amounts and kinds of income of retirees as they

age?

Cross-sectional data indicate that reliance on Social Security benefits
is greater among older beneficiaries than among younger ones. However,

we do not now have good data that show what happens to amounts and
kinds of income for a given age group as it becomes older. Again,

there are indications that new retirees are better off than their
predecessors, but what will happen to their income sources as they

age? Will their assets and pensions keep pace with inflation? To

what extent will older persons spend their assets in order to maintain

their income levels? Currently it appears that people continue to

sae even in retirement. SSA is planting to ctnterview respondents
in its New Beneficiary Survey (who first received Social Security
benefits in 1980-81), and that survey will provide many of the answers

being sought. Longitudinal data also will help to answer these questions.

7-
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3. Is it possible to develop definitions of such concepts as disabled, physically
or mentally impaired, enable to work, and handicapped that would be u'ed
in common across the U.S. government as well as in the International community.

With the implementation of the higher retirement age for full Social Security
benefits, ve are concerned about older workers whose health status limits
their ability to work but who ;re not sufficiently disabled to qualify
for Social Security disability benefits. We also are concerned about
the size of the population that is sufficiently disabled to meet the test
of disability in our disability program and thus potentially eligible
for it. Further, it would be most helpful to be able to make international
comparisons about the proportion of.the population in various countries
that are potentially elfgible for disability or invalidity pensions.
Thus, it would be most helpful iron our perspective if data gathering
efforts such as the U.S. Census and the Health Interview Survey, for example,
were to ask comparable questions about the extent and expected duration
of disability and about whether health status limits or prevents a person
from performing any job, his or her'usual job, and/or housework, for example.
To go a step flirther, it would then'be helpful if we could develop standard
nomenclature. At SSA, for example, we don't consider a person "disabled"
unless he or sha has a severe impairment that is expected to last at least
a year and prevents the person from performing substantial work of any
sort that exists in the economy.
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VETERAN'S ADMINISTRATION

Aging-Related Statistics
Vital Issues: The VA Perspective

The following information areas have been identified by Veterans
Administration officials as having significant potential for
benefit from interagency cooperation in data collection:

1. Statistics on the functional status of the elderly
population. Functional status measures (activities of daily
living) need to be refined and broadened to more fully capture
meaningful changes in elderly individuals' functional capability
over time. In addition, standardization of measures across
federal agencies would allow for meaningful comparisons of
populations across,Programs, geographic regions, age groups,
health and social service utilization patterns, etc. This
information, particularly if incorporated into the census and
made available by small geographic areas, would be enormously
useful to health and social service planners.

2. Statistics on supply of services to the elderly. VA planners
would find it useful to have a comprehensive inventory or
database of institutional (including "board and care" homes) and
non-institutional sources of community care for the elderly. This
information is necessary for determining the current and
projected fit between service availability and need. In
addition, although the issue requires controlled experimentation,
better information is needed on the substitutability of
non-institutional community care for institutional care.

3. More and better longitudinal data on the elderly.
particularly the population over age 85. This data could
provide important epidemiological predictors of health risk, as
well as disease and mortality incidence ratios. This informLtion
(a) would be useful in planning and targeting programs of
prevention and service delivery, and (b) would help to answer the
question of whether increases in the life span are accompanied by
significant increases in the duration of chronic disease and
disability.
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HIGHLIGHTS

SUMMIT MEETING ON AGING RELATED STATISTICS

Stone House, NIH Campus
May 2, 1986

BACKGROUND

The United States is in the midst of a demographic transformation with the
rapid aging of its'population. Every aspect of American life will be affected.
Because the implications are so pervasive, a meeting was co-sponsored by
Dr. John G. Keane, Diiecter of the Bureau of the Census and T. Franklin
Williams, M.D., Director of the National Institute on Aging (NIA), for the
directors of federal agenCies concerned with aging-related statistics
(participant list attached). Each agency prepared a statement of their
views of the most vital statistical issues related to the older population.

PURPOSE OF MEETING

To deterimine how the statistical system canjirovi e 4ata needed to answer
policy questions for an aging society in a cost - efficient way.

STATEMENT OF STATISTICAL NEEDS BY AGENCIES

A. Substantive Issues: Nature of the Data Needed

1. Demographic and Epidemiological Data

Major interest was expressed in establishing the relationship
between health and sotto-economic characteristics and in more
accurate and complete information on caregivers, co-morbidity,
competing risks, and multiple causes of death. For example,
data on the functional states of the population needs to be
developed and coordinated with social and economic data., aiso,
data on the incidence and prevalence of disease and chronic
Illness need to be related to health, social, and economic risk
factors as well as, to economic consequences. Other issues include
the characteristics of the oldest old, information on transitions
over the'life course, and improved population projections.

2. Utilization of Services

Relationship between medical care, use of services, and socio-
economic characteristics.

3. Economic Issues

Socio-economic correlates of morbidity, disability, and mortality
including the effect of health on employment, the level of financial
resources available to the elderly, the allocation of public programs
among generations, and the composition and distribution of health
expendit s.

-L 6
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HIGHLIGHTSCon.

Process For Getting Needed Data

Many substantive issues require coordinated action among federal agencies
and collaboration was often cited as the paramount need. Planning should

be shared early. To avoid being bogged down by interest groups, the
agencies need to agree to work to meet broad data interests and then
:Idividual agencies will work on their specific needs separately.

Collaboration at the conceptual state of data development would be the most
beneficial.. Examples include the development of healtkand socio-economic
data systems; addressing the issues of data linkage and confidentiality, data
quality (particularly for the cognitively impaired), standardization of deti-
nitions (e.g., disability), and detail of age tabulations where feasible;
sharing .' statistical technives; more public use data tapes to allow users
flexibility in tabulations; piggybacking of funding to add data to surveys
to get more out of basic surveys; and working at the international level to
enhance the comparability of data.

C. Staffing Needs

Need to increase training for epidemiologists, demographers, and biostatis-
ticians for research on the older population.

DATA AVAILABLE NOW AND FUTURE PLANS

A. Social and Economic Data
(William Butz, Bureau of the Census)

1. Examples of Activities That Can Be Done by the Census 6,reau,

with Interagency Advice

a. Present data more consistently

b. Examine ways to increase the availability of information
on the elderly from data already collected. This includes:

(1) Publishing data on the elderly that has been collected
but not disseminated such as more age detail, type of

family unit, etc.)

(2) Experment with publishing survey data on the oldest
old in ranges for given confidence levels where the
sample size is too small to publish point data.

c. The Census Bureau is testing a question on functional abilities
for the 1990 census based on recommendations of an interagency

committee.

2. Examples of Activities That Require Additional Resources

a. Add questions to existing surveys
b. Oversample for elderly in s.xveys

c. Conduct new surveys ,n specific subgroups using the decennial
census as a frame.
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HIGHLIGHTS--Coa.

B. Health Data
(Dr. Manning Feinleib, H.O., Dr. P.R., National Center for Health Statistics)

Dr. Feinleib presented an overview of the NCHS nat'onal data system in terms of
the health of the elderly. Death rates of the elderly have been declining
since the early 1970's. The implications of this decline on morbidity and
disability of the elderly is of particular importance in assessing the quality
of life. He presented some examples of NCHS data relevant to policy concerning
the elderly, and described several data systems which address ct.angeS over time
in health status and their impact on the use of care. The followup of individ-
uals tested in the 1971-75 National Health and Nutrition Examination Survey
enables us to identify risk factors for disease as well as those factors contribu-
ting to independence. The :"'15 National Nursing Home Survey collected data
from family members on healt arior to admission and after discharge. The 1986
Longitudinal Survey on Aging identifies changes in health. The proposed National
Health Care Survey addresses quality of care issues. Or. Feinleib concluded by
noting the importance of:

1. enriching existing data systems by linking them to death records
and administrative records;

2. conducting analyses that address particular policy issues;
3. disseminating data as public use files to allow maximum

flexibility for analysis; and
4. promoting cooperation and collaboration among data collection

agencies.

DECISIONS On NEXT STEPS

An Interagency Forum on Aging-Related Statistics will be established to encourage
cooperation among federal agencies in the development of data on the older pop-
ulation. The directors of federal agencies will appoint a senior staff person
able to make broad policy dEs.i.ions. Technical staff will work with the Forum
and working comm'tees will be organized to address specific issues. The Forum
will be co-chaired by the Bureau or the Census and the National Center for Health
Statistics (NCHS). The agency directors will stay cicsely involved with the Forum,
acting as an oversight committee that will meet twice a year. The oversight
committee will be jointly chaired by the directors of NIA. Census, and NCHS.

1 58
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SUMMARY OF FEOERAL AGENCY STATEMENTS
SUBMITTED FOR

SUMMIT MEETING ON AGING - RELATED STATISTICS
MAY 2, 1986

(Summary by T. Franklin Williams, M.U., National Institute on Aging)

I. Substantive Issues: Nature of the Oata Needed

A. Epidemiological and Oemographic Issues

0 Changes in composition of elderly population (NIAMS,
NCHSR, NHLBI, NIA)

0 Concomittant (multiple) medical conditions present at death

(NCI)

0 Competing causes of death (NHLBI)

0 Accurate information on morbidity, disability and mortality for
cardiovascular disease, chronic obstructive pulmonary disease
(NHLBI), including case fatality rates

0 Accurate reporting of cause of death (NIAAA)
0 Risk factor levels, incidence, prevalence, severity, by gender,

race, socioeconomic status, geographic variables (NHLBI,
NIAAA, NIAMS)

0 Oral health status in relation to general health status (NIOR)

0 Numbers, health characteristics, guardianship status of older

mentally retarded (NICHO)
0 Incidence and prevalence of eye diseases, including nursing home

residents (NEI)

0 Incidence of complications associAted with new therapie., (NEI)
0 Differential effects of alcohol by age; incidence, risk factors,

ane prevalence of alcoholism by age; effect of living environment

on health (NIAAA)
0 International comparison: of health conditions (NCI), of eligibility

for disability/invalid pensions (SSA)
0 Trends in mortality, morbidity, active life expectancy (NCHS), long-

itudinal data, especially for over 85 (VA)

0 Over. .! functional data (VA); include functional data in census (AGA)
n Noure, Scope and impact of metabolic and renal oiseases, in relation

to life style and socioeconomic variables (NIODK)
0 Overall demographic, physical, psychological, social and economic data

(NCNR)
0 Information on caregivers (AOA)

0 "New demands" on medical care due to changing risk factors of multiple

diseases (NCI)
0 Effects of declining heart disease mortality on population estimates

for year 2000 (NCI)
0 Years of potential life lost and deaths by specific causes (NCI)

C interactive effect of drugs (YIAAA), drug usage (NIM11)

0 Affect on population projections of changes in mortality rates for

specific diseases (NCI)

c k,
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B. Utilization of services

11W Su:misery

0 Utilization of health systems by gender (NCI)
0 Utilization of dental services (NIOR)
0 Relations between medical care and dental services utilization (NIDR),

including socioeconomic characteristics
0 Provision of care for older mentally retarded (NICHD)
0 Supply of services (VA)
0 Misplacement in programs because of misdiagnosis (NIAAA)
0 What is the level of psychiatric disuse in rrsing homes; how are

services used; use of public vs. private services (NIMH)

C. Economic Issues

0 Cost of services to allow the "vulnerable" elderly to remain in the
community (AGA)

0 Consumption patterns of elderly dicaggregated by age (BLS)
0 Costs per patient for total cance. experience (NJ)
0 Expenditures (including sources of payment) for dental services

(NIDR)
0 Economic consequences of chronic disease:; (NCI%
0 Extent to which emplojers may encourage elder workers to continue

working (SSA)
0 Socioeconomic correlatcs of morbidity and decline in mortality

(BCensus)
0 Effect of unemployment on health (BCensus)
0 Insurability of mentally retarded (NICHD)
0 How public programs allocate resources to children vs. older people

(NICHD)
0 Work days lost, occupational changes, costs of custodial care, income

tax los expenses for eye care for old people with blindness
(NEI)

0 Employment of older persons; impact of change in retirement age
for Social Security (SSA)

0 Future occupational mix, ability to perform demanding jobs (SSA)
0 Level of financial resources of future retirees, including asset

holdings and tendency to spend to maintain income, by cohorts (SSA)
0 Composition and distribution of health expenditures, in relation to

socioeconomic factors, geographic differences, etc. (NCHSR - National
Medical Expenditure Survey)

0 Definition of retirement that reflects gradual transitions (BLS)
0 Financing of pension costs

D. Policy Issues

0 Data useful for policy or long term care -- retirement trends,
housing costs, avai'3bility of family, living arrangements,
omen's roles, dive ce, widowhood, advances in medical technology,
economics of paying for care (BCensus)
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TFW Summary

II. Process for Getting Data Needed

0 More detailed information on age 75+ -- e.g., oiersamOling (NCI, Wit,
NIA, AOA, BCensus); requirement for 5-year breaks in all
data (NIA); at least brehks for 65-74 and 75+ (BLS); over-
sample the physically disabled by age (NIANS); vigorously
pursue efforts to disaggregate data (AOA)

0 Report by g-naer for medical expenditures, hospital discharges,
length of stay, chronic conditions (NCI)

0 Improve data quality, e.g.. death certificates and hospital
discharges (NCHS, NIA, AOA) and in institutions (BCensus)

0 Cohort information on mortality (NHLBI), incest and how used
(SSA), cohort trends for various information (NCHS)

0 Cooperative activities among federal agencies that will extend
capabilities in cost-efficient ways (NIM4, BCensus, NCHS, NIA);
interdisciplinary collaboration in design of surveys (NCHS)

0 Bridge between health and socioeconomic data (AOA, BCensus, IRS,
NCI, NCHSR, NCNR, NHLBI, NIA, NICHD, NIDOR, NIDR, SSA)

0 Link survey responses to administrative data while protecting
confidentiality (BCensus, IRS, NCHS, NIA)

0 Parallel statistics for children and older people re health
status, socioeconomic status (NICHD)

0 Define scope and coverage of statistical data sets, specify
nomenclature (tn M)

0 Cost data to permit analysis of clinical trials (NEI)
0 Determination of public expenditures for treatments whose

efficacy has not been deisonstrated (NEI)

0 Develop common definitions for disabled, phySically/mentally
Impaired, handicapped (SSA), standardization of measures of
function (VA)

0 Exclusion of institutionalized in surveys (NIAMS)
0 Include psychiatric diagnoses wit.' medical (NIMH)
0 Quantify the frequency of specific psychiatric diseases among

the elderly (NRMH)
0 Improve diagnosis of dementia (NIMH)
0 Dete vine transition parameters, e.g., probability of transition

from independence to dependence (NCHS)
0 Gavelop longitudinal surveys (bCensus), including: subsequent

to hospital discharge and to nursing home admission (NCHS),
and of specific diseases (NIA); drinking patterns over the
life course (NIARA); on arthritis, musculoskeletal, and skin
diseases for sub-groups (NIAMS)

0 bzproved classification systems for health conditions (NCHS, NIAMS)
0 Methodological research on optimal procedures for eliciting

information from and about older persons (NCHS, NIA)
0 Lower the barriers between federal agencies, scholarly insti-

tutions, industry and community agencies re sharing data --
public use tapes, etc. (NCHS)
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iFSI Summary

- 4 -

0 Use piggyback funding to extend sample sizes of very old and
to add factors to ongoing st' "Ies (NIA)

0 Address problem of delays in reporting by sharing p--sonnet
through fellowship and IPA positions (NIA)

0 Develop overall coordination through leadership by BCensus and
NCHS (NIA)

0 Strengthen international data base in BCensus (NIA)
0 Design large porlation studies and census Itudies in parallel;

comparable data systems (NIDDK)
0 Include data on life style in census (NIDDK)

III. Staffing Issues

0 Need to increase training of epidemiologists, biostatisticians
for statistical research on the elderly (NIA)

0 Need for data on dental professionals, educators, researchers
(N1DR)

63-532 0 86 6
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Recommendatiouz on 1990 Census

Prepared by
The Gerontolcgical Society of America

The following recommendations In the 1990 census were developed by the

Task Force on Data on Aging of The ierontologfcal Society of America and

approved by the Society's Council.

The recommendations fall into one of two categories: questions to be

asked, and material to be produced from the 1990 census.

I. Questions

A. Disability questions

1. Recommendations:

a. Eliminate tke question on the use of public transportation

as a measure of disability.

b. Add the following questions to determine number of disabled

persons aged 16 and over:

i) "Because of any impairment or health problem, do you

need the help of other persons with per=na care needs,

such as eating, bathing, dressing, or getting around this

home? Yes ( ) No ( )"

ii) "Because of any impairment or health problem, do you

need the help of another person in handling routine needs,
such as everyday household chores, doing necessary
business, shopping, or getting around for other purposes?

Yes ( ) No ( ) "

2. Rationale

a. The use of public transportation is not a relevant measure

of disability for large segments of the country where public

transportation is not generally available (for example, large

cities like Los Angeles and San Diego and rural areas).

Further, it is not relevant for the institutionalized

population.

b. A measure of disability is important for determining need

and for planning services for the elderly at the local level

(for example, by the Area Agencies on Aging). In contrast to

the irrelevance items on work disability for the elderly,

the proposed que ions would be relevant for the aged and for

all non-working adults. These questions are part of the "core"

of the yearly National Health Interview Survey. As such, they

have been tested on a nationwide basis and would provide a link
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2.

into the detailed health information from that survey. They
are relevant for the institutional population and will provide
valid comparisons to the nor.-institutional population. The
question should-be placed before the work disability item to
avoid response problems which occurred in the 1980 Census. Be-
cause the work disability item was not relevant to the elderly,
many persons incorrectly skipped over the items placed after
it.

B. Informal Support of the Elderly Questions

1. Recommendation

Following question f20 Cif this person is a female, how many
babies has she ever had, not counting still births?") ask:

a) "(For both men and women age a and older) Do you
have any living children? Include adopted and
stepchildren. yes ( ) No ( )

b) 'For the child who lives nearest you. about how far in
miles is it to his/her residence?

1. Same household
2. less than 1 mile
3. 1-X0 miles
4. 11-50 miles

5. 51-100 miles
6. more than 100 miles

2. Rationale

a. Because 1.1 much long-term care is provided by informal

caregivers, primarily children, one consequence of reduced
lengths-of-stay in hospitals will be more reliance on
community-based care provided by families. However, there is
currently no good measure of the pr ^rtion of the lderly that
in fact have access to these informal caregivers. knowing the
dimension of need can help in planning local level service
delivery. Are people geographically separate from their
families, as "conventional wisdom" suggests? Are there
regional differences in accessibility to family support that
need to be taken into account? Where should institutional
resources be targeted? These questions are designed to provide
measures for these kinds of issues.

b. Further, access to informal caregivers is heavily dependent
on geographical proximity. In the gerontological literature,
questions about accessibility generally have been asked in
terms of travel time to the closest relative. However, becaus4
there is increasing geographical dispersion and consequent

dependence on such modes of transport as airplanes, travel time
does not really capture proximity. Although mileage has a
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3.

different m in, for example, New York City as compared to
Wyoming, the proptmed measurement would differentiate those
within a community, those in the same general area, and those
whose.travel is a significant investment in time and/or money.

C. Income and retirement questions

1. Recommendation

Add to question 132, which asks respondent to identify the
presence and mount of income from various sources (i.e.,
wages, Social Security, Rail Road Retirement, other, etc.) the
categories of 'Private Pension Income" and "Government Employee
Pension Income'. (For 'Government Employee Pension Income,"

the directions should say to include income from federal,
military, and state and local public employee pensions but not
to include veterans compensation or veterans peasion income.)

2. Rationale

Question 32, as asked in the 1980 census, lumps private and
public employee pension income under "other income." Providing

specific information about the presence and magnitude of
private and public employee pension income would serve four
important functions. First, it would provide a measure of the
amount of private and public employer pension income going to
individuals and households, an important factor in assessing
the economic well being of the the elderly. Second, to the

extent that one wises to define "retirement" as 'receipt of
retirement income," this information along with questions about
age and the presence of income from Social Security, Railroad
Retirement and Supplemental Security Income could be used to
construct a "retirement" variable. The census does not ask if
a person is retired. Thirds this additional detail about
income would increase the utility of the census data at state
and local levels (i.e., administrators seeking to plan senior
center activities relevant to the population served by the
centers). And finally, the information would allow analysts to
identify trends in income supplementing Social Security, an
important issue in assessing tho Social Security prvram.

D. In-kind benefits question

1. Recommendation

a. Collect information about the presence of publicly funded
non-money income (food stamps, housing assistance) and
employer-provided fringe benefits (pension contributions,
private health insurance, etc.), but not about the value of
these benefits.

b. Census should continue to use the current poverty index as
an indicator of income adequacy, even if alterna,ive poverty
Tflamasimmigeveloped as a result of collecting information on
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2. Rationale

a. This issue was raised in response to Census Bureau's
interest in knowing whether questions on non-money income and
employer-provided fringe benefits ought to be included on the
long form to enable the Bureau to develop small area data on
these topics. If such information is to be collected, it ic
important to collect both types of information so that any new
measures developed as a result of such information accurately
reflect the presence of public and private in-kind benefits.
We are concerned, however, about problems of placing values on
these benefits and therefore recommend against attempting to
collect information about the value of the benefits. Whether
or not used to develop a new measure of economic well-being,
information about the presence of non-money income could be of
use to local welfare administrators and health care planners.
Welfare administrators may want to know the geographic
distribution :f recipients of certain programs. Similarly,
when planning services, local health planners may be interested
in knowing the geographic distribution of persons with various
types of medical benefits.

b. The poverty index is a useful though, of course, not
flawless, indicator of income adequacy, which has become
accepted by lay people. As such, regardless of any new
measures developed, the Bureau should continue to use the index

and distribute reports based on the index.

E. Board and Care Home Questions

1. Recommendations

a. A question identifying board and care homes should ue added
tc the 1990 census.

b. The following question is offered as a suggestion, though
we acknowledge additional development ,nd pretesting is
required: "Is general supervision or personal care provided by
this he to residents 18 years and older who are unrelated to
person in column 1 and who require such care because of
physical or mental condition, including infirmities associated
with age?"

The directions should state, "'General supervision or

personal care' includes responsibility for residents by owner
or renter or other responsible adult in any of the following
ways: ensuring personal safety, supervising personal hygiene
Ind grooming, awareness of resident(s) whereabouts throught the
day."
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Rationale

a. The Board and Care Home is a growing form of residential
care facility for many aged and disabled persons. Federal,
state and local governments have implemented policies of
deinstitutionalization which have encouraged.this form of

living arrangement. No one knows with confidence how many
homes or residents there are. Experts agree, however, that the

number of persons in board and care facilities is expected to
increase substantially during the next decade. Data are
especially needed for planning and program development at the
state and for levels of government and program
administratiou.

b. Bo4..ed and Care classification issues are curreru'v being
considered by two federally sponsored work groups: (1)

Advisory Group for the Evaluation of the National Master
Facility Inventory ; and (2) Ad Hoc Inter-agency Group on Board
and Care Classification. The former group is revising a
classification system of health institutions. The latter group
is developing a set of -riteria for a taxonomy item for sample
surveys. The efforts of both groups indicate the difficulty of
framing the question with sufficient preciseness. The Burflu
should monitor the activities of and work with these groups in
developing and testing the wording of a question which will
secure accurate responses on this topic.

F. Race and Hispanic origin Question

1. Recommendations

a. Continue to collect information on the 14 "racial"
categories used in the 1980 census on a 100 percent oasis.

b. Split the 1980 question on race Into the following two
questions:

i) "Is this person's race white, black, Asian or Pacific
Islander, Native American, other (specify)."

ii) "Is this person Japanese, Chinese, Filipino, Korean,
Vietnamese, Native American, Asian Indian, Hawaiian,
Guamanian, Samoan, Eskimo, Aleut, or other?"

c. Retain the same 1980 question on Hispanic origin which

includes four categories (Chicano, Cuban, Puerto Rican, and
other Hispanic origins) and continue to ask it on a 100 percent
basis.

2. Rationale

The 1980 Census included on a 100 percent basis one
question on race (with 11 racial categories) and a question on
Hispanic origir (with separate categories for persons of
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Chicano, Cuban, Puerto
Rican and other Hispanic origins.) TheCensus Bureau, without
explaining, states that each of theseitems had reporting problems

and suggested two alternativeapproaches for 1990, both of which would reduce
the ability todisaggregate data by race and Hispanic origin.

The first approach would
combine race and Hispanic origininto a single question

(white, not Hispanic; black, notHispanic; American Indian and Alaska Native; Asian and PacificIslander; and Hispanic)
that would be asked on a 100 percentbasis, with an expanded
version asked on a sample basis. Thesecond approach would ask

"simplified' (NOT DEFINED) race andHispanic origin questions on a 100 percent basis,
with expandedversions of the questions asked on a sample basis.

The Census Bureau has asked for comments on whether datawere needed on the local level
for 14 detailed "racial" groupsand whether a response

of a race grout or of Spanish origin,but not both, would be acceptable.

a. One of the persistent
criticisms of censuses prior to 1980was that tie information

collected did . .4 allow fordisaggregation by race except in very large categories. The1980 Census questions
largely corrected for this, and theyprovided important

baseline data for certain
'minorities atrisk", about which

little information had been collected.

In terms of local
needs, data on 'at risk'

populations areuseful for planning
services directed at particular ethnicgroups. Even though the size of

certain groups (e.g. Korean)may be relatively small,
the availability of census dataidentifying these groups may be particularly

important forcommunities with large
concentrations of these groups. Thesame holds true when

considering the aged population. Forexample, in planning for
long-term care services at thecommunity level, it is

often important to know if older personsalso are part of a particular ethnic group. By itself, thefact that the United States is a multi-racial
and multi-ethnicsociety provides

strong rationale for conti ing data
collection or a 100 percent basis which prov les a basis fordocumenting his diversity.

b. We are recommending
that the 1980 "race" question be splitbecause the categories used in the 1980 question are notmutually exclusive (e.g.,
the 1980 question could be confusingto a white Hawaiian

who could properly check two categories).
c. Similarly, considerable diversity of circumstances, cultureand needs exists within the broad classification

of Hispanic.Also, "Hispanic"
groups are generally considered

"minorities atrisk." The 1980 Hispanic origin
questions provided greater

opportunity to identify this
diversity (and its implications)

on national, state and local levels. For reasons cited above,the census should continue to collect
information on a 100
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percent basis which allows for disaggregation among four

categories of Hispanics.

G. Populations in health care institutions questions

1. Recommendations

a, From a sample of the population in health care
institutions, collect information on place of birth, ancestry,

years of school completed, marital history, veteran st,tus,

disability, access to informal supports, and on retirement and

income. (See prior recommendations on last three items.)

b. Replace question on residence five years ago with, "When

was th,i last time you lived outside a health care

institution? Tears Months"

c. Do not question this sample about current language, school

enrollment, major act vity five years ago. citizenship and year

immigrated, employmew./unemployment, place and journey to work,

occupations, hours hrked, or locking for nork.

2. Rationale

In making tmse recommendations, the Society understands that

the Census is reviewinC inclusion of this set of questions

based on the validity of the ?onses. The Society is not in

a position tc torment On that However, the Bureau is

urged to consider our recommendations in relation to the

validity of the items.

a. Given the growing importance of the health care instituti^.

as a local, state, and federal planning and budget iSSC2, it is

important to collect information on who is living in health

care institutions and why. The questions would provide

baseline data to permit comparisons on the came items with non-

institutionalized elderly, which in turn would allow

examination of factors affecting current institutionalization

and development of projected future use patterns.

b, Along with knowing who and why about the health care

institution population, it is important to know how long people

have been in such institutions, particularly in seeking to

determine demend for such facilities and/or impact of efforts

to delay or shorten periods of institutionalization.

c. The items recommended for exclusion from this sample are

not relevant to the aged who constitute the majority of persons

in health institutions.
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II. Recommendations relating to ,yroducts of the 1990 census

A. Providing block data

1. Recommendations

a. The Census Bureau implement its plan to process and make
available 100 percent data by block for the entire nation.

b. The Census Bureau make available computer-generated block
maps and provide low-cost tabulations for subgroups as
requested and defined by users of the information.

1. Rationale

P.. In many ways, local areas are the ideal planning units for
aging programs. Planning at this level is now mandated by the
Older Americans Act and will become even more important as
communities and even neighborhoods compete for block grant
funds awarded to the states. Since the size of one's "social
world" tends to contract with diminished competency, planning
at the local level also makes "theoretical" sense. Only at
this level can those charged with planning and program
development take into account variations in the social,
physical, and service aspects of the environment. Local-area
data facilitate not only a range of planning decisions (e.g.,
locating service centers in areas with large concentrations of
elderly) but also aid in research (e.g., constructing sampling
frames).

In spite of the obvious advantages of local area planning,
such efforts have been hindered in the past by the lack of
readily-available data at the smallest possible level of
aggregation. Although data from the 1980 Census was available
at the block level, item coverage was very limited. More
detail is available on computer tapes for larger units (e.g..
pre-determined Block Groups and Census tracts) but the
boundaries of such units do not necessarily coincide with
service delivery areas, neighborhoods, or small area
administrative units. The Bureau is considering making the
more detailed information available on ,omputer tapes for
individual blocks and not for ger units. Users could
combine b1^-ks to get figures on large units.

b. The availability of block maps and low-cost tabulations
obviously would be useful for program planners and
administrators at the local level. It would be particularly
useful if tabulations on high-risk subgroups (i.e., women over
75, blacks in poverty) on a block basis were available in
response to specific request :om users of the information
(program planners, administrators, researchers).
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B. Providing age-detail in published reports

1. Recommendation

All published tabulations distinguisb those 65-74 from

those 75 and older. When suppression of detail is not
necessary, as for example in tabulations pertaining to tracts

or larger units, break out data on those 85 and over. Provsde

five year age groups, up to and including 85, whenever
possible.

2. Rationale

One of the fthidamental truths of the demography of old-age
is that the older population is far from a homogeneous group.
At any , 'nt in time, for example, the older population
includes at least two different generations. To take into

account these generational differences as well as age-related
changes in functional capacity, income security and living
conditions, detailed age-breaks are essential. Age is, of
course, ore-coded in published reports but even on the summary

tape files most tabulations per -din simply to the 65 and over
population. User-definitions are an advantage of the micro

data files, but these files lack the geographic detail needed
for many planning purposes.

C. Providing retirement-related tabulations

1. Recommendation

The Census Bureau, using 'nours worked" and "labor force

status" data, construct a variable which, with certain
assumptions, would make possible disaggregation of the older
population into "fully retired", "partially retired," and "not
retired" categories, and that the Bureau cross-tabulate the
resulting "new" variable with appropriate other variables, such

as income, source of income, geographic location, etc.

2. Rationale

As noted in the rationale for the recommondation dealing
with income and retirement questions, the census does not
include any specific question on retirement status.
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Since "amount of labor toren activ!ty" is one way of
defining retirement status, the proposed variable could be
created from information already collected by the census. The
variable could be used to generate additional information about
employment among the older population, increasing the utility
of census data to state and local planners and program
administrators. For example, such information would be useful
in designing employment programs. Also, this type of
information will be important in determining impacts of changes
in Social Security laws designed to encourage increased work
effort. The changes will become effective in the 1990s and
early 2000s.
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FOREWORD

While statistics are rarely considered one of the more exciting areas of

government poi' y. they are the Jnderpinnlng for many private and Public

sector policies and programs. Statistics are used to determine congressional

representation and cost-of-living increases in the private and public

sectors, influence trade policies, identify ewerginc policies and changes in

existing conditions, and to allocate federal resources for health, education,

welfare, and economic development.

Over the next five decades, this nation will witness an unprecedented

change in the age structure of its population. By the year 2030. it is

projected that 65 million people or 22 percent of the population will be over

the age of 65. as compared to 29 million or 11 percent today. To meet thlc

challenge. decision makers will need sound information about these

democ,pnic changes if they are to make effective, efficient policy choices.

Must importantly. policy makers must have the necessary data to identify

current and projected differences among the elderly: how do those between

the ages of 65 and 75 differ from those who are older than 75 or those over

85?

Maintaining thi solvency of Social Security and containing health care

costs are examples of major policy decisions requiring sound data.

Determining and ensuring the solvency of the Social Security system depend on

accurate tracking of current and future population and income trends. lth

care cost containment policies rely on accurate monitoring of current health

status and expenditures, of medical treatment to learn what is working and

what is not; and of the long-term health of the population to learn effects

of such innovations as prospective payments to hospitals and health promotion
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programs.

Recognizing the critical role federal data will play in preparing for an

aging society* the Gerontological Society in 1984 adopted fedora/ statistics

as an ongoing issue of concern and established a permanent task force to

focus on this issue. Specifically. the task force has been concerned about

how past and future reductions in federal data collection programs have

affected and will continue to affect the ability to make sound public policy

and whether these reductions in the lone and/or short run will actually

result in increased costs. For example. the Gramm-Rudman-Hollings udget

cuts of 4.3 percent for 1986 mean that already- planned efforts to reduce the

error in estimating the Consumer Pried Index (CPI) may be deferred. While

this sounds like a rather mundane issue. according to the Bureau of Labor

Statistics each one percent increase in the CPI increases the federal budget

deficit by S4.6 billion, affecting indexed tax brackets. military and civil

service pensions. and Soci Security cost -of- living adjnstments. In

addition, millions of workers' union contracts. pension agreements. many

private contractual agreements. and divorce settlements are indexed to the

CPI. Errors in Zne CPI will have a very large effect on the ecenrmy and

federal and family budgets. Similarly. defense procurements are often

indexed to the Froducer Price Index. which is becoming less accurate with

time.

The Society's Task Force on Data on Aging hal for .d :losely at the

effects of budget cuts on the collection of aging-related data by the federal

government over the past several years. This report is a reflection of this

ongoing involvement. In December of 1984. the Task Force commissioned a

paper. prepared by James Storey of Chambers Associates. that described the

effort of budget reductions of the early 1980s on the collection of data on
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the elderly (a summa.y of the report is included in the appendices). This

report updates the 1984 paper. Together the reports provide a baseline for

assessing the future directions of federal data collection programs.

The Society's reports alo document the significant reductions in policy

research and analysis capabilities that have already occurred and the major

impact these reductions have had on information previously available to

lawmakers anu policy makers. Continuing such reductions will have serious.

tangible effects on the income. health. and wellbeing of all Americans young

and WA.

"A Guide to Federal Responsibility for Data Sources on Aging, prepared

by the U.S. Senate Seecial Committee on Aging. has been included as an

appendix to this report. The Guide identifies key federal data sources on

the elderly and the congressional committee with responsibility for the

programs.

The Gerontological Society of America
June. 1986
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I. SUMMARY

A report issued by the Gerontological Society of America one
year ago documented the losses in federal data or the aged during
the 1980s. These losses occurred partly due to budget cuts, but
a reorientation of federal research away from policy issues and
toward administrative issues was also a prime factor.

In the past year, there were fewer cutbacks and an
occasional sign of lost ground being regained, although progress
in reversing the earlier trends was far from complete and did not
affect all agencies. Further deterioration in research resources
has continued in some cases.

All in all, 1985 was not a good year for data collection
activities but was not as bad as the preceding four years.
riowever, the advent of the Gramm-Rudman-Hollings (GRH) balanced
budget legislation threatens to renew the downward slide for
these agencies, with the ultimate consequences held forth by that
law being,so repugnant that it is almost certain that Congress
will act to avert the rcross-the-board spending cuts at some
point in the process. The President's 1987 budget, which would
normally be viewed with disfavor by supporters of an adequate
data collection effort, is actually preferable to the specter of
the cuts predicted under GRH for 1987.

The year 1985 was characterized by a maintenance of an
inadequate status quo in most statistical programa. Only one
agency collecting data on the aged, the National Center :or
Health Statistics, actually saw a decline from 1984 in its
inflation-adjusted funding level. The agency with perhaps the
greatest problems, Social Security's Office of Research,
Statistics, and International Policy, saw a number of
improvements, most notably an ONE approval to field-test a long
delayed survey of SSI eligibles, but such i provements are now
threatened by the GRH budget cuts.

Indeed, 1985 appears to have 'seen the proverbial calm before
the storm. The GRH process of across-the-board budget cuts is
alr.ady inflicting a 4.3-percent cut on the 1986 budgets of all
the research and statistics agencies, a cut similar in size to
those in the early 1980's. One immediate effect of this cut was
a 50-percent reduction in the sample size fc the National Health
Interview Survey. Another effect was the deletion of funds for
extramural pension research at the Department of Labor.

Looking ahead to 1987, the GRH formula will call for across-
the-board cuts of as much as 20 percent for non-defense
discretionary spending compared to the pre -GRH baseline projected
or 1987. %eductions of that magnitude would deal data
collection efforts a severe blow, probably resulting in
cancellations and delays in new activities, further cuts in
survey sample sizes, stretchouts in survey frequency, fewer

1
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professional staff, and less extramural research. The capability
of public and private organizations to monitor the health and
welfare of the aged would be sario...sly impaired.

As the 1986 cuts take hold, Congressional oversight
regarding the effects on data collection and generation will to
important. The impact of announced cuts needs to be traced to
the consequences for the aged. Congress should be wary that
pressures to reprogram the cuts over time may lead tc
unanticipated effects on vulnerable population groups.

The President's 1987 budget would impose severe funding cuts
on several of the research and statistical programs reviewed in
this report: Administration on Aging research, Department of
Health and Human Services Policy Research, the National Institute
on Aging, and Health Care Facilities Administration research and
evaluations. However, despite the severity of the budgets for
these programs, the President's budget overall would treat
research and statistics more favorably than would the 1987 round
of GREE budget cuts.

In summary, programs important to collection of data on the
aged will experience significant cuts in 1986 due to Gramm-
Rudman-Hollings after a relatively benign ye of 1985. These
cuts will renew the menace to a viable 443t^ se on the aged that
earlier budget cuts had threatened. Przs _cion of adequate
data collection efforts beyond 1986 must rely on Congress
imposing its own priorities in place of the across-the-board
budget cuts of discretionary spending required by the GRH
process. However, there is certainly no guarantee that Congress
will reach agreement on an alternative to GRH in time to be in
place as FY 1987 begins next October. Even with such an
agreement, Congress is committed to a major ra action of the
budget deficit, so budgets for statistical agencies will be very
tight even without GRH.

Should Congress fail to enact its own budget priorities, the
GRH process will lead to changes in the federal budget that will
prove to be untenable. By 1991, non-defense discretionary
spending would be held to 55 percent of the real value of pre-GRE
1986 funding levels. At such levels, many :ate collection
efforts would have to be completely abandaned. To apply funding
cuts of this magnitude across the boar' throughout the federal
government would seem to be political'4 impossible.

40

179

2



175

II. INTRODUCTION

In February 1985, The Gerontological Society of America
published a report entitled "Recent Changes in the Availability
of Federal Data on the Aged". The purposes of this new report
are twofold: (1) to update the 1985 study's findings; and (2) to
consider the implications of the President's 1987 budget
proposals and the new Gramm-Audman-Hollings balanced budget
legislation.

The report first addresses developments in 1985 that
affected the collection and generation of data on the aged by the
federal government (Section III). The effects cf Gramm-Ruiman-
Hollings on 1986 funding are then discussed (Section IV). Next,
the 1987 budget outlook is reviewed (Section V). Finally, the
longer-run situation under Gramm-Rudman-Hollings is considered
(Section VI).

3
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III. DEVELOPMENTS IN 1985

Overall, 1985 was a year in which there was relatively
little change from the prior year. Budget levels after
adjustment for inflation remained fairly stable compared to the
prior year. Progress was made in some agencies in Improving the
situation that existed previously, although not to a degree
sufficient to restore the ground lost in the early 1980s. The
deterioration in staff resources experienced earlier worsened in
several agencies.

This section first reports on agency budgets for 1985 and
then discusses meor data collection developments by data
category.

A. Budget Trends

The Congressional Research Service has estimated funding in
both nominal and constant dollars for statistic-1 agenci.3 for
fiscal years 1978 through 1985. Selected information is shown in

Table 1.

Funding levels were significantly higher in 1985 than in
1984 for the Census Bureau and tht Bureau of Labor Statistics
(BLS). Only one of the agencies shown in Table 1, the National
Center for Health Statistics (NCHS), experienced a funding
decline. The research and statistics offices of the Social
Security Administration (SSA), the Department of Health and Human
Services (DHSS) and the Department of Housing and Urban
Development (DHUD) received funding for 1985 that was at or
slightly above 1984 levels.

Adjustment of these trends for inflation indicates a more
negative situation for these statistical programs. NCHS funding

fell by s. percent in constant dollars, reaching a level equal to
two thirds of the 1978 level. Although the inflationadjusted
figure for BLS was up by 4 percent from 1984, that represents
only a return to the previous peak funding levels of 1979-1980.
The constantdollar figure for the Census Bureau's ongoing
programs exceeded comparable data for all prior years, due mainly
to the new Survey of Incume and Pro.ram Participation. The othe.
agencies held their own in real dollars from 1984 to 1985 but ac
levels significantly below their peak funding of prior years.

A general conclusion from these budget trends is that the
two largest agencies responsible ftr data collection (i.e., BLS
and Census) fared better in 1985 relative to the treatment of the

others.

B. Significant Data Developments

Last year's report of the Gere.ntological Society detailed
numerous effects of the budget cuts and priority shifts that

4
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TABLE 1. Federal Budget Authority (BA) for Selected
Research and Statistics Activities, 1978-1966

(A:411110W

BA in current dollars: 1978 1979 1980 1981 1982 1983 1984 1985

Census Bureau, ongoing
programs (excl. trans-
ferred activities) 48 51 54 57 57 67 75 83

Census Bureau, censuses 83 202 666 178 88 99 78 81
BLS (excl. transferred
activities and CPI
revisions) 84 95 103 111 113 122 128 138

NCHS 38 39 43 38 38 41 46 43
SSA/ORSIP NA NA NA 26 18 25 25
DHHS/ASPE NA NA 7 9 16 19 15 16
DHUD/PD&R PA NA 9 15 14 14 10 11

BA gn 19e0 dollars:

Census Bureau, ongoing
programs (excl. trans-
ferred activities) 55 55 54 50 47 53 S8 61

Census Bureau, censuses 95 218 666 156 73 78 60 60
BLS (excl. transferred

activities and CPI
revisions) 96 t02 103 96 93 06 98 102

NCHS 44 42 43 33 31 32 35 31SSA/ORSIP NA NA NA 22 15 13 19 18
DHHS/ASPE NA NA 7 8 13 15 12 12
DHUD/PD&R NA NA 9 13 11 11 8 8

Source: Congressional Research Service
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occurred between 1980 and 1984. This section comments on related
developments since 1984 within five data categories: general
population data, income and wealth data, health data, labor force
data, and data on housing and living arrangements.

1. General Population Data

Delays in processing and publishing the 1980 decennial
census were reported last year. That effort was finally
completed during 1985. Slowdowns in reporting other Census data
continue to be a problem, however.

The Survey of Income and Program Participation (SIPP)
continued to be implemented, and it has emerged as a major new
data source for a wide variety of research. Although limited
its utility to the field of aging because of the sample size, it
does provide additional data on the elderly that would not
otherwise be available had SIPP been terminated as planned in
1982. However, the tight budgetary situation prevents SIPP
improvements that are needed to realize the original intent that
SIPP be used extensively in studies (..! the aged.

Attention At Census will now turn increasingly to planning
for the 1990 census. This planning effort will be affected by
the across-the-board budget cuts required by the Gramm--ndman-
Hollings (GRH) law.

2. Income and Wealth Data

Loss of experienced staff continued to affect the federal
capability in this area. There has been almost a complete exodus
of the senior Income Security staff from the Office of the DBES
Assistant Secretary for Planning and Evaluation (ASPS). The
orientation of the new Secretary and his early appointments
suggests that the health area will receive the lion's share oc
top-level attention. Thus, the chance for a turnaround in the
dwindling Income Security staff resources under the new Secretary
does not look good.

In the Social Security Administration, the reorganized
Office of Research, Statistics and International Policy ( ORSIP)
regained a part of the staff that had been transferred to the
Office of Supplemental Security Income. However, the 40 research
and statistics staff that once were available for studies of
Retirement and Survivors Insurance have now attrited to 8 in
number and continue to work on program management studies. IL is
ex,ected that some downgrading of this staff will occur due to
its reduced size and alterea zzeignments.

ORSIP has improved its rate of data release and research
publication 'since one year ago. The &gency has also won a major
battle with OMB by obtaining approval to pretest the Supplemental
Security Income (SS/) Survey that was held up for several
years. Full implementat'on could yet be disrupted by the GRH

5
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budget cuts, however.

Some lnalysis related to disability is now underway at
ORSIP; this activity had ceased when reorganization sent the
former disability research staff to the Office of Disability
Insurance. A Congressionally mandated study of the effects of
raising the normal retirement age has been allocated the
necessary resources for a timely completion.

ORSIP's extramural research funding continues to 's quite
limited, although a few grants were made during 1985.

The Administration on Aging (AoA) has terminated its Income
Maintenance Policy Resserch Center as well as the five
corresponding centers in other policy areas. AoA's research
grant program remains at a low funding level, but there is more
emphasis being given to policy research than WPS the case a year
ago.

The pension research staff at the Department of Labor (DoL)
has remained at a constant level over the past year and has
attained a greater degree of visibility as part of a new Pension
and Welfare Benefits Administration. The staff's focus has been
concentrated on two key political isses: health benefits for
pensioners, and the reversion of "excess" pension fund assets to
corporate sponsors. DoL's pension staff continues to have
problems funding extramural research, having lost its funding
request for 1986.

DoL's Office of the Assirca..' Secretary for Policy (ASP) has
continued to lose professional staff and has no pension-related
work underway ice-house. Howcver, ASP has funded two extramural
studies of the rellticnship between pension rules and job-choice
decisions.

3. Health Data

The surveys of the National Center for Health Statistics
(NCHS) were reduced in frequency in the early 1980's to meet the
budget reductions of those years. The situation stabilized in
1985, with no further stretchouts occurring.

The National Health Interview Survey sample size, which had
been the target of cost saving, was maintained at its 1984 level
for 1985. Hcwever, the sample will be cut in half for 1986 in
order to meet the sequestration required of NCHS by Gramm-Rudman-
Hollings.

The reinterview of the sample of the National Long-Term Care
Survey was completed by the Health Care Financing Administration
(HCFA) in 1985 as planned.

6
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4. Labor Force Data

No new cutbacks occurred during 1985. The sample size for
the Consumer Price Index survey as to be reduced in 1986 to
comply with the GBH budget cues. The result would have been less
accurate measurement for an index that is used extensively in
aged benefit computations and in research on the aged. However,
due to opposition to this cut, BLS is reprogramming funds to
protect the CPI sampling. Thus, the cut will show up in other
BLS activities.

The reductions in the Current Population Survey (CPS) sample
size that were made several years ago are now being felt by
researchers, who are limited in the size of population group that
can be studied from current CPS data compared to the prior CPS
data bases.

5. Data on Housing and Living Arrangements

DHUD continues to organize its policy studies around topics
that have no specific age focus. The American Housing Survey,
which was stretched out from an annual to a biennial basis,
remained unchanged during 1965.

7
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IV. THE IMPACT OF GRAMM-RUDMAN-11OLLINGS IN 1986

Across-the-board budget reductions for FY 1986 took effect
under the new Gramm-Rudman-Hollings law as of March 1, 1986. A
federal court has found the law to be unconstitutional in its
procedure for automatic cuts that occur without Congressional
action, but the law will stay in force unti' the U.S. Supreme
Court hears an appeal later this year. If he Supreme Court
agrees with the lower court, the llw will operate as enacted
except for one change: Congress w.11 have to order the across-
the-board cuts instead of the Comptroller General.

The reduction procedure calls for cuts of 4.3 percent in
1986 budget authority in all domestic programs not accorded
,ecial treatment under GRH. Ea,ause the cuts must be achieved
during the last 7 months of the fiscal year, the effect of this
cut in many cases will be to reduce spending by 7.4 percent in
order to obtain a 4.3 percent cut over the whole year.

All statistical and research activities concerning the aged
will be affected by those cuts in some way. The degree and
nature of the crula will vary among agencies because the unit of
budgetary control within which a parti liar statistical office is
contained varies and because, within the "program, project and
activity" (PPA) to which sequestration applies, the federal
manager has discretion on how to achieve the necessary cutback.
Within a PPA, cuts may well exceed 4.3 percent for statistical
offices should the manager's review lead to a low priority for
those activities.

Six of the activities covered in this review are organized
as appropriation accounts in the budget. The cuts by account
that are required in 1986 were specified by GAO in the
sequestration order: (1) Census Bureau Salaries and Expenses,
$4.4 million; (2) Census Bureau Periodic Censuses and Programs,
$4.5 million; (3) BLS Salaries and Expenses, $L.8 million; (4)
DBES Policy Research, $0.3 million; (5) DHOD Policy Development
and Researcn, $0.7 million; and (6) National Institute on Aging
(NIA), $6.7 million.

Two of the aged data and research activities lre specific
line items within accounts and, thus, will also be directly
subject to sequestration. These line items and the amounts to be
sequestered are: (1) NCHS, $4.4 millioa; and (2) HCFA Research,
Development and Evaluation, $0.1 million. These amounts are
estimates since no official sequestration figures have been
published by line item at this writing.

The remaining research and statistical activities pertinent
to the aged are neither accounts nor line items. These
activities may or may not be subject to the 4.3-percent cut
depending on the specification of PPA's for their agencies.
Those that are not PPA's could be cut more than 4.3 percent if

8
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they are regarded as lower priorities than the non-statistical
activities with which they are grouped. These activities are:
Social Security/ORSIP; DoL/ASP; DoL Pension and Welfare Benefits
research; BCFA administrative data collection; VA research and
statistics; AoA research; and Food and Nutrition Service
research.

The li!.ely substantive results of these sequestrations are
currently the subject of much speculation but few hard facts. It
seems probable that the following are going to occur in varied
combinations across the research and statistical programs:

o Planned new activities will be delayed or terminated.
Social Security's new SSI Survey may experience
-further delay, for example.

o Vacant staff positions will not be filled, denying
agencies the opportunity to recover expertise lost
in earlier cutbacks.

o Staff will be furloughed or permanently reduced,
which will slow down the processing and publishing
of new data and make public use of federal data
systems even more difficult than it already is.

o Extramural research will be reduced, thereby in-
tensifying the sharp decline in academic research
on the aged.

o Survey sample sizes will be cut, making surveys less
useful for studies of subgroups like the aged.

o Survey frequencies will be reduced, resulting in
lcnger gaps between actual socioeconomic change
and policy responses.

o oublications will be reduced, thereby decreasing
the number of people who can accesti federal data.

Given the size of the 1986 cuts, these impacts will be similar in
magnitude to the budget cuts of 1981 and 1982 in some agencies.
The cumulative effect will be to weaken the capability of both
public and private officials to monitor the health and welfare of
the aged and to lessen the responsiveness of public policy to
emerging problems.

The cuts to be made are not set in concrete in many cases
but may be altered as priorities change or political pressures
bui-d. Thus, an area that appears relatively safe in 1986 could
yet sustain a reduction should other planned cutbacks be
altered. While the specific effects are unclear, the problems
listed above constitute a set of criteria that Congress can use
to evaluate the problems the GRE process may be causing for data
availability.

9
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V. THE 1987 BUDGET OUTLOOK

If the GRH across-the-board budget cuts should take effect
for FY 1987, it is estimated that a cut of 20 to 25 percent would
be required in budget authority for non-defense discretionary
programs compared to what funding would be if 1986 appropriations
were simply adjusted for inflation. The President has proposed abudget that will accomplish the GRE deficit reduction goal based
on spending changes that would support his own priorities. Thissection first reviews the President's proposals and then looks at
the cuts required by GRH if an alternative budget is not adoptedby Congress. While Congress will probably not accept the
President's prcposals and may well succeed in averting the GRHautomatic cuts, Congressional fiscal policy will certainly striveto achieve the same degree of deficit reduction cellee for in theGRH law.

A. The President's 1987 Budget

Budget requests for the accounts and line items most
pertinent to aged data collection and generation are summarizedin Table 2. It should be noted that budget increases ordecreases do not specifically

indicate impacts on aged data since
many of the programs involved conduct a broader range of
activities than collection of data on the aged.

As Table 2 shows, the funding requested for 1987 exceeds the
1986 post-GRH base for s. zt programs. The exceptions are: NIA($' 3 million less in 1987); HCFA research ($10.8 million less, a37-percent reduction); AoA research ($11.4 million less, a 48-
percent cut); and DBES policy research ($1.0 million less, a cutof one-sixth)

In some- cases, the 1r87 funding increase requested would
simply offset the GRH cut of 1986 and restore the 1986 flnactedfunding. This situation describes the requests for Social
Security's administrative budget and for BLS Salaries and
Expenses. In the case of the Census Bureau's Salaries and
Expenses account, there is an increase for 1987 over the pre-GRH
1986 base, but it is too little to cover the expected loss in
value due to inflation.

The 1987 request for KCBS is $3.4 million (7 percent) abovethe pre -GRH 1986 base. If enacted, it would provide that agencywith a real gain of 3 percent after inflation. The large 1987increase for the Census Bureau'a Periodic Censuses and Programs
account is due mainly to the buildup for the next decennialcensus.

B. The 1987 Budget Under Gramm-Rudman-Hollings

While the President's 1987 budget is rather tight for most
of the programs reviewed in this report, his budget would compel

10
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TABLE 2. The President's 1987 Budget Request for Selected
Statistical Programs

Agency/Account (or line item)

Budget Authority (S millions)

1985
actual

1986
enacted

1986 with
GRH cuts!/

1987

A0A/Research and Training 24.7* 25.00 12.50 12.51
BLS/Salaries and Expenses 152.9 158.6 151.8 159.4
Census Bureau/Periodic Cepuuses
and Programs 81.0 105.6 101.1 185.6

Census Bureau /Salaries & Expenses 85.3 90.4 86.5 91.7
DHHS /NCHS 42.70 46.6* 44.6* 50.0*
DHHS/Policy Research 9.8 6.5 6.0 5.0
DHUD/Policy Development & Research 16.9 16.9 16.2 18.9
DoL/Pension and Welfare Benefits
Program 30.2* 28.9' 27.7* 33.6*

FNS /Food Stamp -Administration 48.2* 46.9' 44.9' 49.2'
HCFA/Research, Demonstrations &
Evaluations 34.6' 30.6' 29.3* 18.50

HIH/HIA 144.5 156.5 147.1 145.8
SSA/Administration 3,232.1' 3,608.7' 3,522.8* 3,608.8'

a In some cases, 1986 rescissions have been requested and are
included in these figures. For AoA Research and Training,
the rescission amounts to $11.4 million.

This program is a line item within an account; thus, data are
in obligations rather than budget authority.

Source: The President's Budget for 1987.
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severe reductions in only a few cases (the research programs of
AoA, DEBS/ASPE, and HCFA). It appears that Congress will not
adopt this budget; thus, Congress must reach agreement on a
budget of its own that meets the GRB deficit target to avoid the
next round of across- the -board cuts. If no agteement is reached
by October 1, 1986, the cuts mandated by GRP will presumably take
effect. Witiva few exceptions, these across-the-board cuts will
be much more damaging to aged data collection and research than
would the budget proposals of the President.

The 1986 Annual Report of the Congressional Budget Office
projects a GRB cut of-8.4 percent for non-defense programs in
1987, but that estimated cut would be from the 1986 post-
sequestration funding levels. The projected GRB cut would be
16.7 percent from the pre-GRB 1986 baseline adjusted for
inflation. Furthermore, the CB0 estimate presumes that defense
funding will not be increased at all in the 1987 appropriations
process, which is widely regarded as an unrealistic basis for the
estimate. Assuming some reasonable defense increase puts the
1987 GAB non-defense cut at or above 20 percent from the pre-GM
current services baseline.

It is pure speculation at this eaety date to judge the
likely effects on aged data collection of a 20-percent cut, but
all programs would no doubt be hurt severely. The statistical
and research programs that coincide with accounts or line items
in the budget structure would suffer the full 20-percent cut,
although the enacted base from which the cut would be made could
include funding increases should Congress enact such increases
prior to Octobcr 1. ror . zther statistiz1 programs, the size of
the GRB c-t cannot be predicted since they are included in the
same line items with other types of wograms. *However, it is
safe to assume that all would face najor reductions in budget
authority.

A cut on the order of 20 percent in the funding of a
statistica, program would probably lead to the complete
elimination of some data collections. Sample sizes for the
surveys that survived might be reduced to levels that would
render them useless for most applications in the field of
aging. Research programs would lose even more of their dwindling
resources for extramural grants and contracts. In the face of
such tight budget constraints, pressures could intensify in some
agencies to move away from any focus on a specific population
subgroup such as the aged.

11
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VI. THE OUT-YEARS UNDER GRAMM-RUDMAN-HOLLINGS

Looking beyond 1987, it is apparent that Congress must
either modify the GRH procedure or enact alternative deficit
reduction measuresc If the GRH process plays out through 1991 as
currently legislated, it would mean the elimination of half of
non-defense discretionary spending compared to the pre-GAS
current services baseline.

This conclusion flown from estimates of the magnitude of
cuts required to meet the GRH deficit targets each year. An
analysis released by the House Select Committee on Aging predicts
the cuts in non-defense discretionary spending under GM! each
year. The implications of these estimates are summarized in
Table 3.

The GRE reductions are calculated from a current services
baseline that increases 1986 enacted levels by inflation each
year. as Table 3 shows, if the enacted base were kept whole with
respect to inflation, 1991 funding would be only 55 percent of
the projected current services level for 1991. That level of
funding would be equal to 64 percent of the actual 1986 enacted
level. Thus, non-defense discretionary funding in 1991 would
amount to slightly less that two-third, of the 1986 level prior
ti any GRH cuts and a little more than half of the real value of
that 1986 level.

It is reasonable to assume that Congress will not be content
to oversee a government that consists of the Social Security and
Medicare systems, income transfers to the needy, a greatly
weakened military and about half of what now constitutes other
federal activities. Either additional revenues must be raised to
reduce the deficit, or the GM! procedure must be drastically
modified to avoid politically unthinkable outcomes. When will
the necessary compromise with reality occur? That is the crucial
question for those concerned with preserving an adequate
statistical resource on the aged.

12
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TABLE 3. Out-Year Effects of Grans-Rud=ut-Hollings
Deficit Reductions cn War-Defense

'77".....s.tffinratOS 1

non- defense discretionary
finding as percent of 1986
enacted budget authority:

(1) if prograas continued
without cuts and adjusted
for inflation

(2) UGH cuts occur

Gill funding levels (2) as
pe,-ent of inflation adjusted
.486 funding (1)

Enacted
After GRH cuts

Mb
(percent of 1986

1550 1951

enacted BA)

100.0 100.0 104.1 108.0 1114' 114.6 117.0

100.0 95.7 78.1 /1.3 65.8 64.2 64.4

100.0 95.7 75.0 66.0 59.0 56.:, 55.n

Scurce: House Select Committee on Aging news release, January 28, 1986.
Data for 1991 were-extrapolated by Chambers Associates from data
for earlier years.
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APPENDICES

APPENDIX A: Summary of 1985 Report

The 1980s nave been difficult years for those concerned with

federal data collection and research that pertain to the aged.

For some of the agencies involved, federal spending had already

fallen in real purchasing power during the high-inflation years

of the late 1970s, and Carter Administration reorganization

efforts had affected the management of data collection and

research. Then, in 1981, the incoming Administration implemented

a new set of policies that affected most of these agencies

:dversely. Budgets were reduced, staff reductions were

implemented, and policy research was de-emphas_zed.

,e Reagan Administration policies sparked considerable

prote c from Members of Congress, largely in response to non-

federal data users. Several Congressional hearings were held,

journalists reported on potential problems raised by the

cutbacks, and academics wrote on the implications Of the

Administration's plans.

%Ale protests led to restoration of funding in some

instances, significaht reductions in data collection activities

did occur. This paper describes those changes that are pertinent

tc the U.S. aged population. The aged are more dependent on

federal benefits and services than is the population generally,

and the economic, physical and social well-being of the aged are

a major concern of policymakers. Furthermore, the aged

population is changing dramatically in both size and composition
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as the "baby boom" cohort matures and as health care advances

prolong life to older ages for large numbers of people.

Given the degree of attention focused on the aged, reduced

data availability will be keenly felt. Research on social and

economic issues will be limited; government program managers will

know less about how well the ajed are served; both public and

private planning for health care and other age-related facilities

will be hampered; and private businesses will know less about how

the markets for their prod,acLs and services will change. This

paper addresses these audiences concerning what they will be

losing. Since the paper's focus is on oata losses, it does not

deal with gaps in data that have persisted for many years.

The actual impacts of recent policies on data availability

show up in a variety of forms:

A number of existing surveys experienced
reductions in the frequency with which they are
fielded;

Plans for new surveys were dropped or scaled
back, and more reliance was placed on admini-
stratively generated data;

Sample size reductions were implemented;

Existing data series were discontinued in d few
instances;

Policy research was greatly reduced, with more
emphasis given to program management analysis
instead; and

Valuable staff resources were lost, which may
now threaten the quality of future activities in
some agencies.

t94
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Despite these circumstances, there have been some imp ovements in

data collection of interest to the aged, but the net result has

been a reduction in data availabilitl, a reduced federal capacity

for policy research, and lessened federal support for non-

government data analysis and research.

The main body of the paper reviews these developments,

agency by agency. In this summary, an overview is provided of

the most significant developments for each major topical area for

which the federal government collects data on the aged.

A. Key Developments Affecting Data Availability

The material covered in this paper can be classified broadly

into five data categories: general population data, income and

wealth data, health data, labor force data, and data on housing

and living arrangements. Although a particular survey may

incl tde data falling into more than one of these categories, this

discussion treats them under the single category that is most

appropriate.

1. General Population Data

The budget cuts of 1981-1982 were disruptive to the

processing of the 1980 decennial census. As a result,

publication dates are lagging behind the census yi,ar 12 to 18

months more than usual. Delays and resource constraints have

forced cancellation of a number of Census Bureau publications,

including sevoral of interest to the aged, such as those on the

older population, minority groups, poverty population charac-

teristics, and structure of household income.
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During the 1970s, Congress had authorized a middecade

census to begin in 1985. Because of budget constraints, this new

census was not funded.

2. Income and Wealth Data

It is in this area that the most serious problems have

occurred since 1980. However, some new data collection

activities have also been implemented.

The Survey of Income and Program Participation (SIPP) is an

important new survey now in operation at the Census Bureau.

However, its survival was in doubt after the Social Security

Administration (SSA) terminated work on it in 1982. This

disruption delayed SIPP's implementation during a time of major

policy changes and a severe recession when its results would have

been unusually valuable. The departure from the earlier plan

eliminated SSA's plans to oversample the aged and to link survey

data with program records.

A new SSA survey of the Supplemental Security Income (SSI)

target population has been held up by the Office of Management

and Budget (OMB). There is pressure to rely on SSI quality

control data instead. A periodic survey of Food Stamp recipients

has already been dropped by the Food and Nutrition Service (FNS)

in favor of reliance on FNS quality control data.

Two new data collections are substantially expanding our

knowledge of private pensions. One is the Survey of Consumer

Finances, and the other is a special pension supplement to the

Current Population Survey (CPS). On the other hand, the

Department of Labor (DoL) has stopped publishing the Pension
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Digest that summarized the rules for selected major pension

plans. DoL also stopped collecting data on elderly budgets in

various cities.

Policy research on income has been dea1t a serious blow

through cutbacks and reorganization. A large part of SSA's

research staff has been transferred to the agency's operating

divisions to do management studies. The Department of Health and

Human Services' planning and evaluation office (DHHS/ASPE) has

also been reduced in size, and extramural research has been cut

back. The Administration on Aging (AoA) has greatly reduced its

research funding, and the AoA Income Maintenance Policy Research

Center may not be continued after 1935. The pension research

program at DoL is less than half its former site, and the DoL re-

search agenda is now focused manly on pension investment and

funding issues rather than on questions of coverage and benefit

adequacy.

3. Health Data

Developments in the health area are mixed. Most of the

health surveys have been stretched out to longer time cycles, and

the responsible agency (the National Center for Health Statis-

tics) has experienced particularly sharp cuts in both spending

and staffing. Administrative data collection, on the other hand,

has been expanded and improved by the Health Care Financing

Administration (HCFA) due to pressures for better cost controls

in the Medicare and Medicaid programs.

Health-related policy research is also a mixed situation.

AoA may not continue its Health Policy Research Center after
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1985, and the DHHS/ASPE Health staff -s been reduced. HCFA has

conducted large policy demonstrations through its authority to

waive Medicare and Medicaid rules to test policy options, but OMB

has recently taken control of waivers to limit the cost of such

research. The National Institute on Aging has steadily increased

its research program during this period and has been supportive

of data collection both within its own program and through

collaboration with other agencies.

4. Labor Force Data

Because of the aging of 1.S. population and concerns

about earlier and earlier viclLe-;.- -iges, there has been growing

interest in older workors and retirement behavior. The

data available for study of rhts subject is being reduced,

however.

The Current Population Survey (CPS), the primary survey of

employment status, has had its sample size reduced by nine

percent. This reduction further limits the analysis that can be

done for a population sub-group such as the aged that are not

being oversampled.

One important longitudinal survey has been reduced in scope,

and another has ended. The National Longitudinal Study (NLS),

which began surveying working-age Americans in 1966, will

discontinue data collection for the cohort cf older men. The

Retirement History Study (RHS) completed the last of six planned

interview ',ayes in 1979, and there are no plans to init)ate a new

study of the retirement process.
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Related policy research has also suffered. LoA may not

continue its Research Center on Older Workers after 1985, and it

now sponsors few research grants in this area. The DoL policy

research office has only about 40 percent of the staff resources

it had in 1978, and it is not actively conducting any studies of

this topic.

5. Data on Housing and Living Arrangements

The primary source of housing data, the Annual Housing

Survey, was put on a biennial basis and renamed the American

Housing Survey. This longer period between surveys will make the

data less useful for some purposes such as the estimation of

market rents in local areas.

The Department of Housing and Urban Development had made

issues of concern to the elderly a major research priority during

the 1970s. The aged are no longer a specific focus of research,

the7euy reducing the secondary data being produced on elderly

housing.

Research funded on housing issues by A0A has also been

sharply reduced, and the A0A Research Center or Housing and

Living Arrangements was terminated.

B. Conclusion

Most data collections that existed prior to 1981 have been

continued, and a few new ones have been added. However, there

will be less detail available on the aged thaa would 0th, use

have been the case. The longer time lags between some surveys

will reduce the accuracy of Lhe data available on the aged.
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There will be much less information than expectei on the major

income assistance programs serving the aged. The longitudinal

data sets important to an understanding of individual behavior

associated witF aging will not be renewed. Available data have

been improved on pension assets and on Medicare and medicaid

program operations.

While data collection activities have suffered mostly at the

margins, the secondary data normally generated through policy

research has been set back severely. Staff resources are much

smaller, extramural research support has been greatly reduced,

and the focus on

issues and away

populations. It

research has shifted toward program management

from analysis of policy options and target

is here that budget and staffing changes have

taken their greatest toll.

Should this circumstance continue, the government, and

society generally, will, lose the capability to assess the extent

and nature of social problems and to evaluate the cnrseguences of

policies directed toward their resolution. We will kiow far less

than we could know about the economic am. social well-being of

the aged and how _heir conditions will change as they grow

older. We will understand tar less about how older people

respond to public policies designed to improve nutrition,

influence retirement age, affect living arrangements, and guide

health care utilization. The ultimate result will be that policy

makers will necessarily rely more on popular perceptions about

social needs and public programs and will rely less on objective

findings reached through the application of social science

principles.
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GUIDE TO DATA SOURCE' 1ND CONGRESSIONAL RESPONSIBILITY

EXEC
/CENCI

GENERAL POPULATION DATA

SENA -
AUT"

HOUSE
AUTHOR.

SENATE
APPRO.

HOUSE
APPRO.

1. Decennial Census SG-1 HP-1 SA-1 HA-1 HOC

I INCOME

1. Public Pensions:

a. Survey of Income Program
Participation (SIPP)

b. Supplemental Security

SG-1 HP-1 SA-1 HA-1 BoC

SSA/
Income (SSI) Survey SP WM-1 SA-2 HA-2 HAS

c. Social Security Data SSA/
Collection SP WM-1 SA-2 EA-2 ORSIP

3. Private Pensions:

a. Survey of Consumer
Pinances

b. Current Population Survey

c. Pension Digest

d. Consumer ExpenCiture
Survey

SB -1 FLB-1 SA4 HA-4 PRB

SL HE&I, SA-2 HA-2 BLS

SL HE&L SA-2 HA-2 DOL

SL HEM, i SA-2 HA-2 DOL

II HEALTH

1. General Population I

a. Health Interview Survey SL , HE&C-1! SA-2 HA-2 NCHS

SL : HE&C-11 SA-2 i HA-2 NCHS

SP/SL : EC/WM : SA-1 HA-1 :HCPA/ASPE

d. Health Examination Survey SL : HE&C-1: SA-2 HA-2 : NCHS

b. Health lc Nutrition
Examination Survey

c. Long-T4.-c Care Purvey

e. Mortality Pollow-back SL HE&C-1: SA-2 HA-2 NCHS
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f. National Death Index SL I HE&C-1: SA-2 : HA-2 NHLBI

g. Baltimore Longitudnal
Study of Aging SL I HE&C-1: SA-2 : HA-2 I NIA

h. dedical Care Expenditure
Survey SL HE&C-1. SA-2 HA-2 NOSH

1. Survey of Personal Health
SA -2Practices and Concenuenceo SL HE&C-1, SA-2 HA-2 ACHE

3. Disability and Work SP I WM 1 SA-2 : HA-2 SSA

2. Special Populations I
1 I

a. Hospi al Discharge Survey = SL HE&C-11 SA-2 I HA-2 NCHS

b. Ambulatory Medical Can
I

:

Survey SL RE&C-1, SA-2 1 HA-2 NCHS

c. Long-Term Care Survey I SL/SP I E&C/WM: SA-2 : HA-2 ASPE/H t

d. Nursing Home Survey I SL I HE&C -1: SA-2 I HA-2 I NCHS
-__------------------ ------ - ------- --_-------------------------------

e. Survey- Institutionalised
Persons I SL I HE&C-1, SA-2 , HA-2 ASPE

3. Se:vice Utilisation 1 1
I i

1

a. Ambulatory Care Survey SL RE I&C-11 SA-2 . HA-2 NCHS

b. Hospital Discharge Survey i SL I HYAC-1! 3A-2 I HA-2 I HMS

c. Mortality Pollow-back I SL I HE&Z-1: SA-2 I HA-2 I NCHS

d. Long-Term Care Survey I SL/SP I EAC/WM1 SA-2 1 JA-2 ASPE/HCPA

4. Medical Professionals

a. Utional Amoulatory
Medical Survey SL HE&C-1 SA-2 S HA-2 = NCHS

b. National Nursing Home
Survey SL HE&C-I SA-2 HA-2 NCHS

5. Medicare Beneficiaries

a. Pbtient Billing Data
(Hospital) SP I NM-2 I SA-2 I HA-2 RCPA

2
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b. Medicare Provider File

c. Hospital Cost and Utiliz-
ation Project

SF

SF

WM-2

WM2

SA-2

SA-2

HA-2

3A-2

HCFA

HCFA

d. Medicare Cost Reports SF WM-2 SA-2 HA-2 HCFA

e. Contract Research SP WM-2 SA-2 HA-2 HCFA-1

IV LABOR PORCE PARTICIPATION

1. Retirement

a. Retirement History Study

b. Current Population Survey

2. Worker Characteristics

a. 'National Long. Survey

b. Job Training Long. Survey

t SL HE&C -I SA-2 HA-2 SSA-1

SL HE&C-1 SA-2 nA-2 BLS

SL HE SA-2 HA-2 DOL-1

SL RE, SA-2 HA-2 DOL-1

V HOUSING & NUTRITION SERVICES

1. Housing

a. Amer:can Housing Survey

3. Nutrition

a. Health and Nutrition
Examination Survey

b. Annual Survey of
Participants (Food Stamps)

SB-2 HB-2 I SA-3
I
HA-3 HOD

SL I HE&C -1 SA-2 HA-2 NCHS

S AGR. H AGR. SA-5 HA-5 DOA

VI OTHER AGE RELATED RESEARCH

1. National Institutes of Health

a. Institute on Aging
b. Heart, Lung, & Blood Inst.
c. Cancer Institute
d. Eye Institute
e. Arthritis, Diabetes,

Digestive, Kidney Disease
f. Neurological & Commun.

Disorders & Stroke SL HE&C-1 SA-2 HA-2 NTH /PAS

e. Institute of Mental Health SL HE&C-1; SA-2 HA-2 ADAMHA

3
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LEGEND - CONGRESSIONAL COMMITTEES

SENATE

SA = Senate Committee on Appropriations
SA-1 = SA Subcommittee on Zommerce, Justice, State,

and Judiciary, and Related Agencies.
SA-2 = SA Subcommittee on Labor, Health and Human Services
SA-3 SA Subcommittee on Housing on HUD-Independent Agencies
SA-4 = SA Subcommittee on Treasury, Postal Service, and General Govt.
SA-5 . SA Subcommittee on Agriculture, Rural Development and Related
S AGR= Senate Committee on Agriculture, Nutrition and Forestry
SB Senate Committee on Banking, Housing, and Urban Affairs

SB Subcommittee on Financial Institutions and Consumer Affairs
SB-2 SB Subcommittee on Housing and Urban Affairs
SG Senate Committee on Governmental Affairs
SG-1 . SG Subcommittee on Energy, Nuclear Proliferation and Govt.
Processes
SF = Senate Committee on Finance
SF-1 = SF Subcomittee on Health
SF-2 = SF Subcommittee in Social Security and Income Maintenance
SL = Senate Committee on Labor and Human Resources

HOUSE

HA House Committee on Appropriations
HA-1 = HA Subcommittee on Commerce. Justice, State and Judiciary
HA-2 HA Subcommittee on Labor-HHS
HA-3 - HA Subcommittee on HUD-Independent Agencies
HA-4 HA Subcommittee on Treasury, Postal Service, General Govt.
HA-5 - HA Subcommittee on Agriculture, Rural Development, and Related
H House Committee on Agriculture
1113 - House Committee on Banking, Housing and Urba.i Affairs
HB-1 HB Subcommittee on Domestic Monetary Policy
HB-2 = HB Subcommittee on Housing and Community Development
HE&C - House Committee on Energy and Commerce
HE &C -1 HE&C Subcommittee on Health
HEAL - House Committee on Education and Labor
HP House Committee on Post Office and Civil Service
HP-1 - HP Subcommittee on Census and Population
WM House Committee on Ways and Means
WM-1 WM Subcommittee on Social Security
WM-2 WM Subcommittee on Health

LEGEND - EXECUTIVE BRANCH

ADAMHA Alcohol, Drug Abuse and Mental Health Administration
ASPE Assistar.' Secretary for Planning and Evaluation - DHHS
BLS Bureau of Labor Statistics - DOL
ROC . Bureau of Census - DOC
DHHS Department of Health and Human Services
DOA . Department of Agriculture

4
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DOL. - Department of Labor
DOL-1 - Employment Training Administration - DOL
HCFA Health Care Financing Administration - DHHS
HCFA-1 Office of Research & Development - HCFA
HUD . Department of Housing and Urban Development
NCHS National Center for Health Statistics - PHS - DHHS
NCHSR National Center for Health Services Research - PHS - DHHS
NHLBI - National Heart, Lung, and Blood Institute - NIH - PHS - DHHS
NIA Natimal Institute on Aging - NIH - PHS - DHHS
NIH National Institutes of Health - PHS - DHHS
PHS Public Health Service - DHHS
SSA Social Security Administration - DHHS

.SSA-1 - Office of Research, Statistics, & International Policy- SSA - DHHS

5
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DATA on AGING:

KEY COMMITTEE MEMBERS & STAFF CONTACTS
of the

99th-UUNDRESS

SENATE COMMITTEE ON AGRICULTURE, NUTRITION AND FORESTRY

328A Senate Russell (202) 224-2035

Jesse Helms, N.C., Chairman Edward Zorinsky, Nebr., Ranking

STAFF: Tony Honey 224-6901 Tom Walker 224-3538

HOUSE COMMITTEE ON AGRICULTURE

1301 House Longworth %202) 225-2171

E de la Garza, Tex., Chairman Edward Madigan, Ill., Ranking

STAFF: Rob Fersh 225-0301 Jane Dods 225-2371

SENATE COMMITTEE ON APPROPRIATIONS

118 Senate Dirksen (202) 224-3471

Mark Hatfield, Ore., Chairman John C Stennis. Miss., Ranking

STAFF: Linda Rask 224-3753 Guy Land 224-6253

Subcommittee on Commerce, Justice, State, and
Judiciary and Related Agencies

S146A - Capitol (202) 224-7244

Paul Laxalt, Ore., Chairman Ernest Hollings, S.C., Ranking

STAFF: John Shank 224-7244 Dorothy Seder 224-6121

6
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Subcommittee on Labor, Health and Human Services,
----ERTFITTc7dan Related Agencies

131 Senate Dirksen (202)224-7283

Lowell P. Weicker, Conn., Chairman William Proxmire, Wisc.,
Ranking

STAPP: Steve Bongaurd 224-7225
Jim Sourwine 224-7283
Terry Muylenberg 224-7223

Larry Patton 224-5653

Subcommittee on Housing and Urban Development-Independent Agencies

123 Senate Dirksen (202) 224-7210

Jake Garn, Utah, Chairman Patrick Leahy, Vt., Ranking

STAPP: Martin Reiss 224-5444 Pearl Samaini-Dayer 224-4242

Subcommittee on Agriculture, Rural Development and Related Agencies

140 Senate Dirksen (202) 224-7240

Thad Cochran, Hiss., Chairman Quentin Burdick, H. Dak., Ranking

STAPP: David Graves 224-5054 Susan Shaw 224-2551

HOUSE COMMITTEE ON APPROPRIATIONS

H218 Capitol (202) 225-2771

Jamie L. Whitten, Miss., Chairman Silvio 0. Conte, Mass.,
Ranking

STAPP: Hal DeCell 225-4306 To Barker 225-5335

Subcommittee on Commerce, Justice, State, and Judiciary

H310 Capitol (202) 225-2771

Neal Smith, Iowa, Chairman George M. O'Brien, Ill., Ranking

STAPP: Tom Dawson 225-4426 Drew Hiatt 225-3635

7
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Subcommittee on HUD-Independent Agencies

H143 Capitol (202) 225-3241

Edward P. Boland, Mass., Chairman Bill Green, N.Y., Ranking

STAFF: hike Shehy 225-5601 Jeff Lawrence 225-2436

Subcommittee on Labor-HHS, Education

2358 House Rayburn (202) 225-3508

William Hatcher, Ky., Chairman Silvio 0. Conte, Mass., Ranking

STAFF: Micheal Ste,Thens 225-3508 James Kulikowski 225-3481

Subcommittee on Treasury-Postal Service general Government

H164 Capitol (202) 225-5834

Edward R. Roybal, Ca., Chairman Joe Skean, N. Mex., Ranking

STAFF: Bill Smith 225-5834 Nina Martinez 221-2365
Tex Gunwils 225-5834

Subcommittee on Agriculture, Rural Delvelopment and Related Agencies

2362 House Rayburn (202) 225-2638

Jamie L. Whitten, Miss., Chairman Virginia Smith, Neb., Ranking

STAFF: Hank Moore 225-2638 Charlie 011ermann 225-6435

MATS COMMITTEE BANKING, HOUSING, AND URBAN AFFAIRS

534 Senate Dirksen (202) 224-7391

Jake Garn, Utah, Chairman William Proxmire, Wis., Ranking

STAFF: Phil Sampson 224-5404 Larry Patton 224-5653

Subcommittee on Financial Institutions and Consumer Affairs

534 Senate Dirksen (202) 224-7391

Slade Gorton, Wash., Chairman Paula S. Sarbanes, Md., Ranking

STAFF: John Wills 224-2621 Judith Davison 224-4524

8
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Subcommittee on Housing and Urban Affairs

535 Senate Dirksen (202) 224-5404

Chic Hecht, Nev., Chairman Donald W. Reigle, Jr., Mich., Ranking

STAPP: Jerry Wyrsch 224-5404 Don Campbell 224-4822

HOUSE COMMITTEE ON BANKING, FINANCE AND URBAN AFFAIRS

2129 House Rayburn (202) 225-4247

Pernand J. St. Germain, R.I., Chairman Chalmers P. Wylie, Ohio,
Ranking

Subcommittee on Domestic Monetary Policy

H2-109 House Annex (202) 2L6-7315

Walter E. Pauntroy, D.C., Chairman Bill McCollum, P1., Ranking

STAPP: Hovard Lee 226-7315 Doyle Bartlett 225-2176

Subcommittee on Housing and Community Development

2129 House Rayburn (202) 225-7054

Henry Gonzalez, Tex., Chairman Stevart B. McKinney, Conn.,
Ranking

STAPP: John Valencia 225-7054 David Kiernan 226-3241

SENATE COMMITTEE ON THE BUDGET

621 Senate Dirksen (202) 224-0642

Pete V. Domenici, N. Mex., Chairman Layton Chiles, P1., Ranking

STAPP: Tony McCann 224-7993 Bently Lipscomb 224-0850

HOUSE COMMITTEE ON THE BUDGET

A214 House Annex 1 (202) 226-7200

William H. Gray III, Pa., Chairman Delbert L. Latta, Ohio,
Ranking

STAPP: LaVarne Taylor 226-3137 no staff person

9
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HOUSE COMMITTEE ON EDUCATION AND LABOR

2181 House Rayburn (202) 225-4527

Augustus F. Hawkins, Ca., Chairman James H. Jeffords, Vt.,
Ranking

STAFF: Bill Kamela 225-2201 Mark Powden 225-3725

HOUSE COMMITTEE ON ENERGI & COMMERCE

2125 Rayburn (202) 225-2927

John D. Dingell, Mich., Chairman James T. Broyhill, N.C.,
Rankine

STAFF: Dr_ Tony Robbins 225-2927 Arnold Havens 225-3641

Subcommittee on Health and the Environment

2415 House Rayburn (202) 225-4952

Henry A. Waxman, Ca., Chairman Edward R. Madigan, Ill., :tanking

STAFF: Karen Nelson 225-50130 Ellen Riker 226-3400Andy Schneider

SENATE COMMITTEE ON FINANCE

219 Senate Dirksen (202) 224-4515

Bob Packwood, Ore., Chairman Russell Long, La., Chairman

STAPP: Ed Mihulski 224-4515 Bruce Kelly 224-5315
Shannon Salmon

Subcommittee on Health

219 Senate Dirksen (202) 224-4515

David Durenberger, Minn., Chairman Max Baucus, Mont., Ranking

STAFF: Chip Kahn 224-3244 Meg Ferguson 224-2651

Subcommittee on Social Security and Income Maintenance

219 Senate Dirksen (202) 224-4515

William Armstrong, Colo., Cnairman Daniel P. Moynihan, N.Y.,
Ranking

STAFF: Tony Coppolino 224-5941 Faye Drucmond 224-4451

10
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SENATE COMMITTEE ON GOVEREMBSTAL AFFAIRS

340 Senate Dirksen (202) 224-4751

William V. Roth, Vt., Chairman Thomas P. Bagleton, Mo., Ranking

Subcommittee on Energy, Nilelear Proliferation and Govt. Processes

605 Senate Hart (202) 224-9515

Thad Cochran, Hiss., Chairman John Glenn, Ohio, Ranking

STAPP: Hooara Harks 224-8268 Leonard Weiss 224-0528

SENATE COMMITTEE ON LABOR AND HUMAN RESOURCES

428 Senate Dirksen (202) 224-5375

Orrin G. Hatch, Utah, Chairman Edward M. Kennedy, Mass., Ranking

STAPP: Kevin MeGuiness 224-6770 David Faxon 224-4543

HOUSE COMMITTEE ON POST OFFICE AND CIVIL SERVICE

309 House Cannon (202) 225-4054

William D. P 1, Mich., Chairman Gene Taylor, Mi., Ranking

Subcommittee on Census and Population

219 House Cannon (202) 226-7523

Robert Garcia, N.Y., Chairman James V. Hansen Utah, Ranking

STAPP: Lillian Fernandez 226-7523 Jean Gilligan 226-7536

HOUSE COMMITTEE ON RULES

H312 Capitol (202) 225-9486

Claude Pepper, P1., Chairman James Quillen, Tenn., Ranking

ST&VP: Albert Sayers 225-9486 Willies Crcsby 225-9191

1
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HOWE COMMITTED. ON PATS AND M3ANS

1102 '1 -,lino Longwortn . ..... 202) 225-3625

Dan Rostenkowski, Ill., Chairman John J. Duncan, Tenn., PankIng

STAPP: Kenneth Bowler 225-3625 A. Singleton 225-4021

Subcommittee on Health

114 Longworth (102) 225-77E5

Portney H. Pete Stark, Ca., Chairman Willis D. Gradison Jr.,
Oh',, Ranking

STAPP: Diana Jost 225-7785 Bonnie Brown 225-3164
Paul Rettig 225-7785 John Kern 225-4021

Subcommittee on Social Security

1101 House Longvorth (202) 225-9263

James R. Jones, Ok., Chairman Bill Archer, Tex., Ranking

STAPP: Patricia Dilley 225-9263 Tilia Grove 225-2511
Paul Steitz 225-9263

SENATE SPECIAL COMMITTEE ON AGING

G33 Senate Dirksen (202) 224-5364

JOhn Heinz, Pa., Chairman John Glenn, Ohio, Ranking

STAPP: Steve McConnell 224-5364 Diane Lifsey 224- 1467

EOM SELECT COMMITTEE ON AGING

A712 HOB Annex 1 (202) 226-3375

Edward R. Roybal, Ca., Chairman Matthew J. Rinaldo, N.J.,
Ranking

STAPP: Fernando Torres-Gil 226-3375 Paul Schlegel 226-3393

12
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DATA on AGING:

CROSS REFERENCE

OF

DATA SOURCE BY COMMITTEE OF JURISDICTION

SENATE COMMITTEE ON AGRICULTURE, NUTRITION AND FORESTRY

1. Annual Survey of Participants
Food Stamp Program

HOUSE COMMITTEE ON AGRICULTURE

1. Annual Survey of Participants
Food Stamp Program

SENATE COMMITTEE ON APPROPRIATIONS

Subcommitteemsoce.luaticeStatejand
u ciary an e ated Rene ea

1. Decennial Carious
2. Survey of Income Program Participation
3. Long-Term Care Survey

Subcommittee on Labor, Health and Human Services,
Education and Related Agencies

1. Supplemental Security Income Survey
2. Social Security Data Collection
3. Current Population Survey
A. Pension Digest
5. Consumer Expenditure Survey
6. Health Interview Survey
7. Health & Nutrition Examination Survey
3. Health Examination Survey
9. Mortality Follow-back
10. National Death Index
11. Baltimore Longitudnal Study of Aging

13
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12. Medical Care Expenditure Survey
13. Survey of Personal Health Practices and

Concequences
14. Disability and Work
15. Hospital Discharge Survey
16. Ambulatory Medical Care Survey
17. Nursing Home Survey
18. Survey of Institutionalized Persons
19. Medicare Data
20. Retirement History Study
21. Job Training Lnngitudnal Survey
22. NId
23. NIMH

Subcommittee on Housing and Urban Dev. pment-Independent Agencies

1. American Housing Survey

Subcommittee on Agriculture, Rural Development and Related Agencies

1. Annual Survey of Food Stamp Participants

ROUSE COMMITTEE ON APPROPRIATIONS

Subcommittee on Commerce, Justice, State, and Judiciary

1. Decennial Cenaus
2. Survey of Income Program Participation
3. Long-Tern Care Survey

Subcommittee on HUD-Independent Agencies

1. Amer:can Housing Survey

Subcommittee on Labor-HHS, Education

1. Supplemental Security Income Survey
2. Social Security Data Collection
3. Current Population Survey
4. Pension Digest
5. Consumer Expenditure Survey
6. Health Interview Survey
7. Health S Nutrition Examination Survey
8. Health Examination Survey

14
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9. Mortality Follow-back Survey
10. National Death Index
11. Baltimore Longitudnal Study of Aging

12. Medical Care Expenditure Survey

13. Survey of Personal Health Practices and
Consequences

14. Disability and Work
15. Hospital Discharge Survey
16. Ambulatory Medical Care Survey
IT. Long-Te:m Care Survey
1R. Nursing Home Survey
19. Survey of Institutionalized Persons
20. Medicare Data
21. Retirement History Study
22. Job Training Longitudnal Survey
23. NIH
24. NIMH

Subcommittee on Treasury-Postal Service - Gene -al Government

1. Survey of Consumer Finances

Subcommittee on Agriculture, Rural Development and Related Agencies

1. Annual Survey of Participants
Food Stamp Program

SENATE COMMITTEE BANKING, HOUSING, AND URBAN AFFAIRS

Subcommittee on Financial Institutions and Consumer Affairs

1. Survey of Consumer Finances

Subcommittee on Housing and Urban Affairs

1. American Housing Survey

aooss COMMITTEE OM BANKING, FINANCE AND URBAN AFFAIRS

Subcommittee on Domestic Monetary Polley

1. Survey of Consumer Finances

lc
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Subcommittee on Housing and Community

1. American Housing Survey

SENATE COMMITTEE ON THE BUDGET

00 The Committee on Budget has "macro" authority over the total
federal budget.

HOUSE COMMITTEE ON THE BUDGET

The Committee on the Budget has "macro" authority over ths total
federal budget.

HOUSE COMMITTEE ON MUCATION AND LABOR

1. Current Population Survey
2. Pension Digest
3. Consumer Expenditure Survey
4. National Longitudnal Survey
5. Job Training Longitudnal Survey

HOUSE COMMITTEE ON EWERGT L COMMERCE

Subcommittee on Health and the Environment

1. Health Interview Survey
2. Health L Nutrition Examination Survey
3. Health Examination Survey
4. Mortality Pollow-baok
5. National Death Index
6. Baltimore LonCitudnal Study of Aging
7. Medical Care Expenditure Survey
8. Survey of Personal Health Practices

and Concaquencea
9. Hospital Discharge Survey
10. Ambulatory Medical Care Survey
11. Nursing Home Survey
12. Survey Inatitutionalized Persons
13. Retirement History Study
14. Current Population Survey
15. NIA
16. N/MH

16
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SENATE COMMITTEE ON FINANCE

1. Supplemental Security Income Survey
2. Social Security Data Collection
3. Disability and Work
4. Long-Term Care Survey
5. Medicare Data

SENATE COMMITTEE ON GOVERNMENTAL AFFAIRS

Subcommittee on Energy, Nuclear Proliferation and Govt. Processes

1. Decennial Census
2. Survey of Income Program Participation
3. Long-Term Care Survey

SENATE COMMITTEE ON LABOR AND HUMAN RESOURCES

1. Health Interview Survey
2. Health & Nutrition Examination Survey
3. Health Examination Survey
4. Mortality Follow-back
5. National Death Index
6. Baltimore Longitudnal Study Of Ag4-,.
7. Medical Care Expenditure Survey

HOUSE COMMITTEE ON POST OFFICE AND CIVIL SERVICE

Subcommittee on Census and Population

1. Decennial Cenaua
2. Survey of Income Program Participation
3. National Long-Term Care Survey

17
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ROUSE COMMITTEE ON HATS AND MEANS

Subcommittee on Health

1. Long-Term Care Survey
2. Medicare Data

Subcommittee on Social Security

1. Suppl^mental Security Income
2. Social Security Data Collecvion

18
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Dear Senator Grassley and Senator Cochran:

I would like to commend the joint effort of your
respective Subcommittees in organizing your hearing,
Statistical Policy for an Aging America. You have focused
the attention of Congress on the importance of interagency
coordination with respect to the collection, analysis and
utilization of data regarding the characteristics of
older Americans and their households. I wish to take
this opportunity to offer my brief commentr for the
hearing record.

Congress can not hope to meet the many challemjes of
an aging society without recognizing the fundamental
importance of interagency cooperation in the development
of dat., of substantially greater detail and higher quality
than is currently available to Congressional policy
makers. Of the numerous issues raised by the general
subject matter of your hearing, I believc the following
three specific objectives to be of principal concern:

1. The development of Federal data bases which will
support detailed analysis of subpopulations among
the elderly.

Contrary to prevailing stereotypes, older
Americans are neither all impoverished nor all
living in luxury. They represent a thoroughly
heterogeneous population that in many respects is
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more diverse than any other. Very few common
...generalizations about older Americans -- with respect to

income, health or other household characteristics -- are
in fact true of the elderly as a group.

Currently many Federal data bases can not support
detailed analysis of the population age 65 and over for
subpepulations of great significance to policy makers.
Among these important groups are minority elderly, the
"old-old" (persons age 85 and over), and elderly persons
living in specific living arrangements. There can be no
progress toward more responsive Federal policy in the
absence of such detailed data.

2. The improved integration of data on the economic resources
of older Americana with other personal and household
characteristics.

CongressiPial policy makers are often confronted
with inadequate integration of data regarding specific
characterisitics of a survey sample of the elderly --
especially health characteristics -- with relevant data
regarding their economic resources. lot only does this
undercut the ability of Congress to evaluate the income
security needs of the elderly, but it also limits our
understanding of health factors which may be linked to
economic conditions.

3. The continued growth of longitudinal data bases.

Cross-sectional data on the characteristics of the
population age 65 and over often conceal emerging trends
among the elderly. Inferences drawn from such data are
subject to severe distortions as a result of the constant
entry of new cohorts into the elderly population.

There is a continuing need for expansion of current
longitudinal data bases, particularly with respect to the
economic resources of identified subpopulttions within the
elderly population.

Your initiative is an essential step toward the
development of a body of research and information which will
help policy makers to better understand the needs of older
Americans and to better serve their needs. Unfortunately, the
prevailing environment is not conducive to the realization of
your objective. Statistics regarding the elderly are frequently
misunderstood or misrepresented, and budgetary pressures
undercut data gathering activities. However, by holding a joint
hearing at this crucial time, you have helped give direction to
Federal data gathering activities when such activities had
reached an important crossroad.

Thank you ;or this opportunity to submit my comments for
your hearing record. I look forward to the continued interest
and activities of your Subcommittees with respect to these
issues.

Sincerely,

r

Edward R. Roybal
Chairman
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STATISTICAL POLICY IN AN AGING AMERICA

The American Association of Retired Persons (HARP), the nation's
largest organization of persons aged 50 and over, with more than
22 million members, submits the following statement for the record
regarding statistical policy for an aging America.

THE NEED FOR STATISTICAL INFORMATION

In our complex and "information-driven" society, the need for
more adequate and timely information has increased exponentially.
Not only because there are more Americans, but because there are and
will be more older Americans, our data and information needs have
escalateN. To promote better understanding of our changing, aging
society and to meet the challenges that those changes present for all
institutions--governments, businesses, education and religious organi-
zations, and families--it is imperative that public and private sector
policymakers and decision-makers have access to more complete and
more relevant information. This necessity has been noted in the Joint
Economic Committee's March 1986 report, "Opportunities for Improving
Economic Statistics."

The alternatives to timely, coherent, coordinated and comprehen-
sive statistical information are inefficiencies in allocation of
scarce resources by both governmental and non-governmental sectors- -
a situation we can ill afford, particularly in meeting the needs of
the disadvantaged, both young and old. Through the combined effects
of tight budgets compounded by Gramm-Rudman-Hollinqs, weakened coordi-
nation among statistical agencies, lack of Management discretion in
the allocation of funds, and protracted delays in updating statistical
concepts, our statistical series are outmoded and there are too many
data gaps.

We are in serious danger of losing some of the significant gains
we have laboriously made in recent years. The solvency of the Social
Security system, health care cost containment, and the appropriate
amelioration of poverty can and will suffer from our lagging statisti-
cal response. By reducing our research and data collection efforts,
we undertake planning efforts in these vital areas with one hand tied
behind our backs.

THE NEED FOR STATISTICAL INFORMATION IN AN AGING AMERICA

That America is an aging society is no longer disputed. All
current projections indicate that the number and proportion of personr
aged 65 and over will increase markedly during the next fifteen years
and well into the 21st century. This unprecedented graying of America
means that we must have adequate and timely data on this very hetero-
geneous population, and on the pre-aged (ages 50-64) as well as the
aged. Similarly, we must be ab..e to track, in a longitudinal fashion,
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distinct subgroups among the elderly such as minorities, women and

the "oldest-old" aged 85 and over, to meet their specific needs now

and in tae future. To determine how well those needs are being met

and to make government and private programs for the aging and aged

more effective, both baseline and trend data must be generated and

monitored in all areas: income, wealth, health and mental health,

housing and demography.

While statistics are often viewed as esoteric, arcane, and "dry

as dust," there are multiple users of data on the older population

that are gathered and disseminated by the federal government. Congress,

the Executive Branch and the courts, as well as other national govern-

ments, for-profit busiuesses and non-profit and 4oluntary organizations

rely on this information to develop products and health and social

eervizez. Hczo -If the::: users alone has sufficient resour-es to devel-

op accurate and timely data.

Reductions in professional staff of statistics-gathering federal

agencies and in sample sizes, both aggregated and disaggregated,

seriously hamper our efforts to meet the challenges of our wing soci-

ety, as do emerging trends in longer intervals-between surveys.

Threatened or actual reductions In force-and ceilings on new personnel

hiring over the past five to ten years are resulting in a loss of ex-

perienced statisticians without the necessary replacement by younger

professionals, who are loath to consider a federal government career.

Elductions in sample size will lead to our inability to disaggregate

the elderly population and to provide meaningful age detail. This

will lessen our ability to meet the markedly different needs of

individuals who are aged 65 and those who are aged 85. Finally, in-

creasing the time between surveys, especially in the health care area,

means that the impacts of DRGs and Medicaid changes, and possibly
negative consequences, cannot be evaluated in a timely fashion. The

lack of information has severe implications f,r adequate planning

by individuals and their families and the governmental and private

sectors.

THE FEDERAL,. GOVERNMENT'S ROLE IN MEETING THIS NEED

All modern governments and their predecessors have long recog-

nized the need for generating statistical information. As we know

from The Bible and other sources, the Romans set up a census process

for taxatiari7Urposes. Closer to our own legal history was the ini-

tiation by William the Conquero- of the Domesday Book and of course,

the institution of the Decennial Census in 1790, shortly after the

founding of our great nation. For almost two centuries, the federal

government has played an increasingly important role in the collection

of statistical data.
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In a parallel fashion, pre-eminent thinkers such as John Stuart
Mill and Thomas Jefferson recognized the zAportance of informatic.
and its free exercise as being the key to-one might say, the life-
blood of--the viability of democratic societies. The First AmeLdment
to the Constitution and the court and legislative protections we have
devised over nea.ly two hundred years attest to the high value we
have placed on the free flow of information in the marketplace of
ideas.

The federal government has a traditional and unique role in the
collection of statistical information to facilitate that information
flow. No other institution has such a compelling interest. The
for-profit sector, with its focus on market penetration and three to
five year planning cycles, does not have the necessary breadth of
concerns ox resources. Similarly, the non-profit, voluntary sector
and state and local governments are constrained by resources and
mission. Having a functioning, national statistical policy is as
vital to our nation's well-being as having viable defense and trade
policies.

AARP'S ROLE AND ASSISTANCE IN MEETING THIS NEED

As c voluntary membership organization focuPld on the concerns
of older adults, understandatly AARP does not c band the resources
necessary to fill in emerging statistical gaps through extensive
data collection. However, both singly and in cooperation with other
entities, AARP has perceived its responsibilities in providing sta-
tistical information about older Americans. Two editions of Aging
America: Trends and ProjecH.ons were developed in collaborationo
with the UM§Enate Special Committee on Aging, the Pederal Council
on Aging, and the Administration on Aging of the Department of Health
and Human Services. For several years, AARP has developed and dis-
seminated a brochure, "A Profile of Older Americans," and most
recently another pamphlet, "A Portrait of Older Minorities." Through
its AARP Andrus Foundation, our organization has provided funding
for projects such as the development of state profiles of the oldest-
old for data-base planning in the field of aging. It should be
noted, however, that all of this dissemination was based an federally
collected data such as the National Health Interview Survey (NHIS),
the Survey of Income and Program Participation (SIPP), and Current
Population Surveys.

RECOMMENDATIONS

AARP recommends that a high priority be given to the objective
of providing adequate funds for data collection and dissemination
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of statistical information about our aging American society. Spe-
cific recommendations to achieve this objective include:

Promotion of an Interagency Forum and Task Force on Aging-
Related Statistics to build upon the National Academy of
Sciences' compendium of existing surveys and to promote
and strengthen coordination among agencies responsible for
data collection;

Strengthening current surveys by restoring sample sizes
in the SIPP and NHIS at least to their 1984 levels to
avoid data gaps;

Disaggregation of data about older Americans, both
pre-aged and aged, into smaller age groups of five years
to enhance longer range planning;

Development of longitudinal data files that join socio-
economic and health data to reflect the interactive nature
of the aging process;

Creation and dissemination of more and better public use
tapes that maintain confidentially;

Establishment of mechanisms that promote the timely dis-
semination of statistical information about an aging
America; and

Resurrection of the Survey of the Aged and Disabled by the
Social Security Administration designed to focus on those

with low incomes.

AARP stands ready to play its continued dissemination role to

help meet the needs for statistical information in an aging America
and thereby toenhance the quality of life for older Americans, now

and in the future.
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Thank-you for your invitation to submit written testimony for the record
of the joint hearing hold by tho Subcommittee on Aging and the Subcommittee on
Energy. Nuclear Proliferation, and Government Processes on the subject of
Statistical Policy in an Aging America. The Employee Benefit Research

Institute (EBRI) is a nonprofit, nonpartisan policy research organization
committed to accurate and timely research and education on a wide range of
public and employer-sponsored benefits, such as retirement and health
insurance, aid their role within the income security system of the nation.
Since EBRI's feinding in 1978. we have relied upon quality data provided by
the federal zovernment through its many statistical programs. Over the yeare,
we have provided suggestions on continuing data needs to help researchers and
policy analysts study retirement and health issues. For this reason, we

welcome the oFoortunity to share our thoughts with the Subcommittees.

Bespity some very positive steps in data collection over the past decade,
the availalility and timeliness of federal data has not entirely met the needs

of researchers. We also fear reductions in data aseilability may occur in the
future, when information on benefits and benefit reciplency will be even more
crucial as the nation ages.

7.11 addition, given the likely passage of tax reform legislation, wo will
need to know its impact on the pension and health plans upon which millions of
workers and retirees depend. In the event 3f as far-reaching a change as
basic tax reform, analysts and researchers cannot accurately foresee the

future and reach reliable mclusions. Follow-up evaluation with up-to-date
information will be necessary to evaluate its effect and correct for undesired
impacts.

Our testimony discusses six specific areas of concern to the statistical
community interested in issues related to :tains in nmerica.

:. Recent Initiatives

Two salutory new initiatives have been taken in recent years. the Survey
of Income and Program Participation (SIPP) sponsored by the Census Bureau and
the Survey of Consumer Finances (SCF) sponsored by the Federal keserve Board
and other federal agencies.

SIPP is a large, complex survey providing detailed information on many
types of cash and in kind income. As that survey continues, expanded

technical support for the survey may also be needed. Without technical

support, this complex data set is inaccessible.

While SUP can serve many purposes, other special purpose surveys should
not be refused clearance by the Office of Management and 9udget on the theory
that SIPP can do everything. Some issues. such as the numbers and status of
low-income elderly. the elderly in nursing homes, or the circumstances of the
very old elderly, over age 85, may require separate surveys of special
populations to achieve meaningful sample sizes.

The 1982 SCP is the first comprehensive survey of the assets of the
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population since the 1960s, when a similar attempt was funded by the Federal
Reserve Board. It provides information on the distribution of personal assets
including employer-sponsored pensions. Information on pension entitlement
from employees was matched to employer d:ta.,providing the most complete data
available. An ongoing survey of this type, in which savings can be tracked as

with the aging of the population, would be invaluable to the research and
policy community. It would also provide the Congress with a more reliable
picture of the real economic condition of the elderly, in the event that
reforms aro considered in the various public progrAns.

II. Supplements to the Current Population Survey

In 1972, the Bureau of Labor Statistics, the Social Security
Administration, and the Derartment of Treasury funded a survey conducted by
the Census Bureau as a supplement to the Current Population Survey collecting
information on pension plan participation and benefit entitlement among
full-time private-sector workers. In 1979 the Department of Labor's Office of
Pension and Welfare Benefit Programs conducted a similar survey on pension
coverage and individual retirement account (IRA) utilization among all

workers. In 1983 EBRI joined with the Department of Health and Human Services
to conduct a similar survey including information on universal IRAs and 40I(k)
plans. The 1983 data have been used widely to analyze the effect of
retirement income provisions found in current tax reform an retirement income
legislative proposals. EB121 Las proposed to fund a similar survey in 1988 in
concert with the Social Security Adminstration. While as a private sector
nonprofit institution we aro happy to sponLor a C ?S supplement in conjunction
with the federal government, we regret that the survey is not conducted on a
yearly or biannual basis as an ongoing federal statistical program. Because

Congress relies on private-sector programs to supplement benefits provided
throug, he public sector, an ongoing federal statistical program of this

nature would provide vital information on the extent and adequacy of such

supplementation.

III. Level of Benefits Survey

Since 1979 the Bureau of Labor Statistics has collected detailed annual
data from medium and large firms on the prevalence and provisions of pension,
health, and other employer sponsored benefits. This effort, often called the
Level of Benefits Survey, in part replaced the Employer Expenditure
Compensation Survey which was discontinued in Lie mid 1970a. The new effort
is the only nationally representative source of benefits information. But it
does not provide data on benefits offered by small employers. Although the
Bureau of Labor Statistics is considering the addition cf a small-employer
sample in the future, this effort is not under active consideration within the
next couple of years (although a survey of state and local governments may be
on a faster track). Currently more than half of all American workers are
employed in small establishments. These workers are potentially the most
vulnerable to changes in public policy and benefits costs. With substantial
current interest in the benefits provided by small employers, the
small-employer segment ought to be conducted on an accelerated schedule
These data would also enable us to track trends in plan participation, on a
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nationwide basis and to project those trends to the future.

IV. 5500 Annual Report Data

Since the Employee Retirement Income Security Act (ERISA) of 1974, most
pension and welfare plans are required to file an annual report with the

Internal Revenue Service which includes considerable financial information

about these plans. No other data source provides comparable asset

information. The Deportment of Labor receives copies of those for under the

reporting and disclosure provisions of ERISA. Since the first-year annual
reports were filed (for plan year 1975), the research nd policy community has
hoped that the Department of Labor (er the Internal Revenue Service) would
provide a statistically reliable sample of these annual report forms. Early

year of data were available with a significant time lag and, despite a recent
flurry of activity, the last plan year available for research use is for 1981
(although preliminary 1982 tabulations are available). These data constitute

a potentially valuable resource to study the financial aspects of pension

plans. Although the Federal Reserve Board is benchmarking the pension asset
data in the Flow of Funds on the Department of Labor's 5500 terms, an ongoing
funded statistical program is needed. Ad hoc efforts since 197 are the
result of resource limitations which forestalled an ongoing statistical

program in this area. These 5500 data are gathered by imposing considerable
costs and effort on the private sector. To allow these valuable data to
remain underutilized is a serious and unnecessary waste of the nation's

resources.

V. Access Issues

The first three statistical concerns we discussed revolve around problems
of irregular data collection. out fourth concern. the 5500 form issue, is one

of access and processing, the data ere collected but are not available to
researchers. Researchers would also benefit from more timely or accessible
information from other Aministrative sources. including filings with the

Internal Revenie Service for plans that have terminated and plans that are
starting up. Better access to Pension Dealt Guaranty Coryoration data.
including information on plan terminations, would be valuable as well. Once

again. neither of these agencies has an ongoing statiaa1 program in mazy
areas of concern.

Our final concern is that other data of en ongoing or one time nature may
be collected and processed adequately but then are not released in a timely
manner. Problems of timely release have plagued lhe 1977 Rational Health Care
Expenditures Study (UHCES) and the 1982 Nursing Home Survey. Public access to
these data is slowed when they are only provided to certain researchers under
contract to the agency ., when information is held for researchers within the
agency to use on a monopoly basis.

The Department of Labor Survey of Private Pension Benefit Amounts is

another example of a data collection effort that has suffered from these
problems. The survey has been available only to a limited number of

researchers under contract to the Labor Department Outside requests for use
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of the files has been sytematically denied. If this valuable research filo is
eventually released to the public when DOL now anticipates it w:11 be, the

information on benefits will be eight years out of date.

The release of these data also has been further encumbered because of
another typo of access problem. The Survey of Benefit Amounts tias matched to
earnings records from the Social Security Adminstration so researchers could

track earnings throughout a retiree's entire career to investigate how

pensions are related ti lifetime earnings Social Security earnings records
have long been linked to survey data and released as public use files after

ensuring that the information is not so specific that individuals can be

identified from the data. This usually has Involved the deletion of

identifiers and removal of other unique information to ensure that that any
one individual could not be pointed out. Based on interpretations of the 1976

Tax Reform Act, however, which, in essence, specifies that tax-return

information cannot be rel...sed in microdata form without extreme safeguards,
the continued public-use release of survey date matched with earnings records

has virtually been precluded. This anomalous situation occurred because
Social Security earnings are reported on Internal Revenue Service farms. The
upshot of a series of incomprehensible negotiations on the part of the Social
Security Administration and the Internal Revenue Service has been that, with
very few exceptions, lal survey that attaches earnings records has virtually

been embargoedwhether there is any technical privacy reason or not.

Researchers have begged both the agencies and the Congress to return authority
over the earnings records .o Social Security and to the pre 1976 situation,

no avail. Also, a major pension forecasting model may soon become outdated
without additional earnings record data.

VI. New Data Sources

Many fear that in today's federal budget environment few new data sources
will be developed. While the Social Security Administration conducted a major
study of retirees with the New Beneficiary Survey, there is no assurance that
another study of that type will be funded. Their longitudinal Retirement
Mir:tory Study provided researchers with one of the major databases to study
the retirement decision and the income of the elderly. Other longitudinal
data such as the National Longitudinal Survey funded by the Department of
Labor have 3150 ended. While we do not argue that either of those surveys
should be resuscitated (many t .finical factors would go into that decision),
we do argue for the need for longitudinal data to respond to many of the

policy research questions about an aging labor force and retirement questions

that more and more congressional committees are asking. In a changing

society. information about individuate in the 1970s may provide little

information on the behavior of workers and retirees in the 1990s.

Conclusion

We feel that all the data issues we have raised are vital to understanding
an aging society. We understand data gathering is costly and that difficult
decisions must be made. We have tried to be specific in our suggestions and
have not presented a -wish list- of data needs without regard tc irportance.
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Clearly, it is possible for the federal government to be penny-wise and
pound-foolish in data collection. Public policy must continue to be grounded
on a firm understanding of the facts; the facts are only available with a
good statistical foundation and reliable research. We applaud the
Subcommittee for this inquiry inter this important subject and remain willing
to provide further assistance if you should desire it.
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HEALTH CARE FINANCINg ADMINISTRATION
STATEMENT FOR IHE RECORD

JOINT HEARING ON STATISTICAL POLICY FOR AN AGING AMERICA
JUNE .5, 1986

THE HEALTH CARE FINANCING ADMINISTRATION (HCFA) APPRECIATES THIS
OPPORTUNITY TO DESCRIBE FOR THE RECORD OF YOUR JOINT HEARING ON
STATISTICAL POLICY FOR AN AGING AMERICA OUR MOST IMPORTANT DATA
COLLECTION AND DISSEMINATION ACTIVITIES RELATING TO THE ELDERLY.

AS AN OBSERVER AT THE RECENT iUMMIT MEETING ON AGING RELATED SATISTICS,
COSPONSORED BX THE NATIONAL NSTITUTE ON AGING AND THE U.S. BUREAU OF
THE CENSUS, HCFA LOOKS FORWARD TO EXPLORING THE POSSIBILITY OF NEW
OPPORTUN'TIES FOR LINKAGE O'cl RECORDS RELATING TO THE ELDERLY AND GREATER
OORDINA IN OF DATA AMONG FEDERAL AGENCIES THAT THE PROPOSED INTERAGENCY
FORUM SHOWS PROMISE OF FOSTERING.

UNLIKE MANY OF THE AGENCIES
ANR

REPRESENTED AT THAT SUMMIT
ORGANIZATION

MEETT, HCFA ISNOT PRIMARILY A RESEARATA HE
WAS ESTABLISHED WITHIN

CH
THE VEPDARTMENT OF

COLLECTION
HEALTH AND HUMAN

.

SERVICES
AGENCY

TO
COMBINE HEALTH FINANCING AND QUALITY ASSURANCE PROGRAMS WITHIN A SINGLE
AGENCY. HCFA IS RESPONSIBLE FOR THE MEDICARE PROGRAM, FEDERAL
PARTICIPATION IN THE MEDICAID PROGRAM, AND A VARIETY OF OTHER HEALTH CARE
QUALITY ASSURANCE PROGRAMS. ITS MISSION IS TO PROMOTE THE TIMEt."
DELIVERY OF MIROPRIATE, QUALITY HEALTV SERVICES TO ITS BENEFICIARIEg--
APPROXIMATELY yO MILLION OF THE NATION S AGED, DISABLED, AND POOR. IHE
AGENCY IS ALSO CHARGED WITH ENSURING THAT PROGRAM BENEFICIARIES ARE AWARE
OF THE SERVICES FOR WHICH THEY ARE ELIGIBLE, THAT THOSE SERVICES ARE
ACCESSIBLE AND OF NIGH QUALITY, AND THAT AGENCY POLICIES AND ACTIONS
PROMOTE EFFICIENCY AND QUALITY WITHIN THE TOTAL HEALTH CARE DELIVERY
SYSTEM.

THUS, WHILE RESEARCH AND DATA COLLECTION ACTIVITIES ARE NOT HCFA'S CHIEF
FUNCTION, THEY ARE A FUNDMENTAL COMPONENT OF THE AGENCY'S MISSI9N. THE
ONGOING ATA GATHERING ASSOCIATED WITH ADMINISTERING THE NATION TW
LARGEST FEDERALLYFINANCED HEA PLTH RE PROgRAMS HAS MADE

S
US A

SIGNIFICRANT REPOSITORY WITHIN THE FEDERAL GOVERNMENT OF PRIMARY ,ATA

O

ON
THE ELDERLY AND DISABLED. IN PARTICULAR, MEDICARE FILES CONTAIN
INFORMAIION ON MORE THAN 95 PERCENT OF THE AGED INDIVIDUALS IN THE
UNITED STATES,

BECAUSE THESE FILES REPRESENT SUCH A RICH POTENTIAL RESOURCE FOR HEALTH
POLICYHAKING AND RESEARCH, INCLUDING EPIDEMIOLGIC STUDIES, MAK G THEM
ACCESSIBLE, WITHIN LIMITS IMPOSED ON THEIR CONFIDENTIALITY BY THE
PRIVACY ACT AND OTHER CONSIDERATIONS, BEC'NE A SIGNIFICANT CHALLENGE FOR
HCrik. MOVING FROM A POLICY DURING THE MEDICARE PROGRAM'S FIRST TEN
YEARS THAT PREVENTED RELEASE OF INDIVIDUALLY IDUTIFIABLE DATA FOR
PURPOSES NOT DIRECTLY RELATED TO THE PROGRAM, HLFA HAS IN RECENT YEARS
INITIATED OR FACILITATED THE CARRYING OUT OF A GROWING NUMBER OF
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COOPERATIVE STUDIES AND OTHER DATA SHARING ARRANGEMENTS. THESE RANGE
FROM CO-SPONSORSHIP OF PERIODIC MAJOR NATIONAL HEALTH_ PRVEYS SUCH AS
THE UPCOMING NATIONAL MEDICAL LXPENDITURES SURVEY (NMtS), TO THE SUPPORT
OF A WIDE VARIETY OF FEDERAL RECORD LINKAGE ACTIVITIES CONDUCTED THROUGH
INTERAGENCY AGREEMENTS N ADDITION TO XEANDING THE AVAILABILITY
OF P?IMARY DATA FROM HtFA S DATA BASES, HCFA ALSO PUBLISHES A VARIETY OF
RESEAkCH AND STAT.STICAL REPORTS 'NAT MAKE AVAILABLE ADDITIONAL
STATISTIc.! AND T'.BULATIONS FROM I-6A S PRIMARY FILES.

ORGANIZATION OF HCFA DATA COLLECTION AND_RESEARCH ACTIVITIES

WITHIN HCFA, THREE ORGANIZATION HAVE PRIMARY RESPONSIBILITY FOR

(00)
REg

CONDUCTS
ARCH AND DASTUDITA COES LLEANDCTIONPROJE. ICTSHE OTHATFFICE

DEMONSTRATE
OF RESEARCH

AND
AND

EVALUATE
DEMONSTRATIONS

OPTIONAL REIMBURSEMENT, COVERAGE, ELIGIBILITY AND MANAGEMENT
ALTERNATIVES TO THE PRESENT IEDERAL PROGRAMS. IN ADDITION, ORD EXAMINES
THE IMPACT OF HCrA PROGRAMS ON HEALTH CARE STATUS, UTILIZATION, AND
EXPENDITURES, AS WELL AS THEIR EFFECT ON BENEFICIARY ACCESS TO SERVICES,
HEALTH CARE PROVIDERS, AND THE HEALTH CARE INDUSTRY.

THE OFFICE OF THE ACTUARY DIRECTS THE ACTUARIAL PROGRAM FOR HCFA AND
MONITORS NATIONAL HEALTH CARE EXPENDITURES AND PRICES. CACT ALSO
PROVIDES ANALYSES ON THE COSTS OF CURRENT HCFA PROGRAMS AND THE IMPACT
OF POSSIBLE LEGISLATIVE OR ADMINISTRATIVE CHANGES IN THE PROGRAMS.

THE BUREAU OF DATA MANAGEMENT AND STRATEGY (BDMS) OPERATES HCFA'S
STATISTICAL DATA SYSTEM AND MAINTAINS THE NATIONAL MEDIC?RE STATISTICAL
FILES. BUMS ALSO SERVES AS THE FOCAL POSIT WITHIN THE AGEACY FGR
INFORMATION SYSTEMS POLICY, PLANNING, AND DATA STANDARDS DEVELOPMENT.

HCFA'S MAJOR DATA BASES

THE MEDICARE STATISTICAL SYSTEM (MSS), ANNUAL AGGRkGATE DATA DERIVED
FROM STATE MEDICAID nANAGEMENT INFORMATION SYSTEM (MIS) FIE AND DATA
FROM THE 198p NATIONAL MEDICAL CARE LXPENDITURES SURVEY (NMCDtS), ARE
CURRENTLY HCFA'S MOST IMPORTANT STATISTICAL DATA agg§A A NEW
COMPREHENSIVE NATIONAL MEDICAL EXPENDITURE SURVEY (Mntb), SPONSORED BY
HCFA AND THE NATIQNAL CENTER FOR HEALTH SERVICES RESEARCH, WILL BE
CARRIED OUT IN 1916/

OF THESE THREE MAJOR HCFA DATA BASIS, THE MSS IS THE MOST COMPLETE AND
VERSATILE, IN OPERATION SINCE I96b, THE SYSTEM COMBINES SEVERAL
ADMINISTRATIVE RECORD SYSTEMS THAT ARE CENTRALLY MAINTAINED IN THE
PERATION OF THE OEDICARE PROGRAM. IHREE PRINCIPAL F:LES ARE THE HEALTH
INSURANCE MA rILE, A Rc ON OF THE
APPROXIMATELX

SERVICES

STER
.0 MILLION

WHICH
AGED

CONTAINS
AND DISABLED

CORD
MEDICARE

EACH
ENROLLEES; THE

OF , INF BY
PROVIDER NUMBER ON EVERY

rILE
ONE
CONTAINING

OF THE NEARLY
DESCRIPTIV

LB,DOU
E

FACIOLITIES
RMATION

THAT
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PARTICIPATE IN MEDICARE AND/OR MEDICAID; AND THE UTILIZATION FILE, WHICH
CONTAINS CENTRALLY PROCESSED MEDICARE DIAGNOSIS, PROCEDURE, BILLING, AND
REIMBURSEMENT INFORMATION.

UTILIZATION RECORDS WITHIN THE MSS CAN BE MATCHED TO ENROLLMENT AND
PROVIDER RECORDS, PROVIDING THE BASIS FOR DEVELOPING POPULATION-BASED
STATISTICS. THE MSS ALSO SUPPORTS CONSIS-ENT LONGITUDINAL AND CROSS-
SECTIONAL ANALYSES, BECAUSE BOTH THE LOCATION OF THE ENROLLEE AND
PROVIDER ARE KNOWN, GEOGRAPHIC DISAGGREGATION IS POSSIBLE DOWN TO THE
ZiP CODE LEVEL. LINKAGES ACROSS UTILIZATION, ENROLLEE, AND PROVIDEk
FILES ENABLE THE CALCULATION OF UTILIZATION RATES FOR NUMEROUS COHORT
GROUPS DEFINED BY AGE, RACE, SEX, GEOGRAPHIC RESIDENCE, AND TYPE OF
SERVICES USED.

THE MSS I§ MASSIVE IN VOLUME, AND EVEN COMPONENTS OF IT ARE CUMBERSOME
TO USE. FOR EXAMPLE, IN 1984, ABOUT 12 MILLION ItIPATIENT HOSPITAL
BILLS, 30 MILLION OUTPATIENT HOSPITAL BILLS AND I5U MILLION
PHYSICIAN/SUPPLIFR PAYMENT RECORDS WERE RECEIVED AND PROCESSED WITEIN
THIS FILE.

IN ORDER TO FACILITATE ACCESS TO PRIMARY STATISTICS WITHIN THE MSS, HCFA
MAINTAINS A SUMMARY FILE ON A CONTINUOUS ANNUAL BASIS WHICH LINKS DATA
COVERING ALL MEDICARE BENEFITS ON A 5 PERCENT SAMPLE OF BENEFICIARIES'
CHARACTERISTICS. BENEFICIARY CHARACTERISTICS AND DATA ON EACH HOSPITAL
AND SKILLED NURSING FACILITY STAY ALONG WITH DIAGNOSTIC AND SURGICAL
INFORMATION ARE INCLUDED IN TH S CONTINUOUS MEDICARE HISTORY SAMPLE
(CMHS), WHICH CAN BE USED AS A .ONGITUDINAL STATISTICAL DATA BASE TO
STUDY UTILIZATION OF MEDICARE BENEFITS IN ADDITION, HCFA
IMPLEMENTING A NEW MEDICARE AUTOMATED DATA RETRIEVAL SYSTEM IS)
WHICH IS_DESIGNED TO REORGANIZE 6ND INDLX THE MASSIVE MEDICARE 00
PERCENT DILL AND RECORD PAYMENT FILE. IHIS PROJECT WILL MAKE IT EASIER
AND LESS EXPEN§IVE TO RETRIEVE DATA FOR RESEARCH AND DEMONSTRATION
PURPOSES. MAOKS WILL CONTAIN 100 PERCENT OF HOSPITAL BILLS, OUTPATIENT
BILLS, SKILLED NURSING FACILITY BILLS, AND PHYSICIAN AND SUPPLIER
PAYMENT RECORDS. THE SYSTEM WILL INCLUDE FOR THE FIRST TIME BOTH PART A
AND PART g CLAIMS RECORDS.

PUBLICATIONS, INCLUDING THE HEALTH CARE FINANCING PROGRAM STATISTICS
SERIES MAKE AVAILABLE MEDICARE STATISTICS ON BENEFICIARY UTILIZATION
BILLED CHARGE:: AND REIMBURSEMENT FOR EACH COVERED SEk.ICES.

UTILIZATION
ARE

ALSO PREPARED ON CHARACTEPISTICS OF THE MEDICARE BENEFICIARY POPULATION
AS WELL AS THE PROVIDERS OF SERVICES.

PCFA DOES NOT ROUTINELY RECEIVE ANY INDIVIDUAL DATA ON MEDICAID
ELIGIBLES AND RECIPIENTS OR ON PAYMENTS MADE FOR MEDICAL SERVICES
PROVIDED. IVE STATES ARE, HOWEVER, REQUIRED TO REPORT AGGREGATE
STATISTICS ON THE MEDICAID PROGRAM TO THE FEDERAL GOVERNMENT, FOR
RESEARCHERS INTERESTED IN THE ELDERLY THE MOST IMPORTANT SOURCE OF
NATIONAL MEDICAID DATA IS THE ANNUAL krA-2082 FORM, WHICH COLLECTS

-3-
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INFORMATION ON RECIPIENTS AND ON EXPENDITURES BY TYPE OF RECIPIENT AND
BY TYPE OF MEDICAL SERVICE, AS WELL AS DEMOGRAPHIC INFORMATION AND UNITS
OF SERVICE FOR LONG TERM CARE AND SELECTED MEDICAk PROVIDERS. IHIS
CLAIMS FILE DATA IS PART OF THE MEDICAID MINIMUM DATA (MMDS), WHICH

SIN

TURN IS A,§UBST Oc THE SIATE'S MEDICAID MANAGEMENT INFORMATION
YSTEM, A MEDICAIR,rINANCIAL UATA SET, CONSISTING OF
INFORMATION SUBMITTED TO mrA Fu INTERNAL BUDGET AND REIMBUKEMENT
PURPOSES IS ALSO PART OF THE MMID, BUT ONLY DATA FROM THE MMOb ARE
ROUTINELY MADE AVAILABLE FOR RESEARCH PURPOSES.

MEDICAID 2082 DATA ARZ CONSIDERABLY LESS POWERFUL THAN MSS DATA.
POPULATION-BASED UTILIZATION RATES CANNOT BE CALCULATED. LONGITUDINAL
AND VOSS-SECUONAL COMPARISONS ARE ALSO LIMI;ER BY THE FACT THAT NOT
ALL bTATES HAVE,KeORTED UNIFORMLY SINCE IHK ..u82 DATA BASE BECAME
ESTABLISHED IN 19/5. WHILE THE MEDICAID L062 DATA REPRESENT LIMITED
ANALYTIC CAPACITY, THE SIZE OF THE DATA BASE IS RELATIVELY MANAGEABLE
A CQMP4TERIZED VERSION OF ITS MAJOR CQMPONENTS SPANNING THE YEARS 197
TO 1981 IS AVAILAIU.TO THE PUBLIC. ADDITIONAL DATA ARE ROUTINELY MADE
AVAILABLE IN TWO krA PUBLICATIONS: THE NATIONAL ANNUAL MEDICAID
STATISTICAL REPORT AND THE MEDICARE AND MEDICAID DATA BOOK

BECAUSE OF THE LIMITS INHERDIT IN MEDICAIR'S 2082 DATA BASE, HCcA
DEVELOPED THROUGH A SPECIAL "FAH-TO-TAPE' PRQJECT, A LIMITED HERSON-

1EVEL
RATA BASE ON THE MEDICAID POPULATION. SPANNING ONLY THE YEARS

980-85, THIS DATA BASE INCLUDES

1 EDICAID
RECIPIENTS IN ONLY FIVE STATES. HOWEVER, THESE STATES (NEW

YORK, CALIFORNIA, MICHIGAN, GEORGIA, AND TENNESSEE) ENCOMPAp A LARGE
PERCENTAGE OF THE NATIONAL MEDICAID POPULATION. WITHIN ,CFA, THIS DATA
BASE IS CURRENTLY BEING LINKED TO MEDICARE DATA FOR A STUDY OF ELDERLY
EERSONS WHO ARE DUALLY ELIGIBLE FOR THE MEDICAID AND MEDICARE PROGRAMS.
THERE AR NO CURRENT PLANS TO PRODUCE PUBLIC USE TAPES OF THIS DATA.
SINCE 1953, THE FEDERAL GOVERNMENT HAS AT INTERMITTENT INTERVALS
CONDUCTED SEVEN SURVEYS OF NATIONAL HEALTH CARE UTILIZATION ANR
EXPENDITURES. TOE MOST RECENT OF THESEA,RIE NATIONAL MEDICAL :ARE
uTILIZATION AND EXPENDITURE SURVEY krIMCULD), WAS c9-spoNsggp BY HfrA
AND THE NATIONAL CENTER FOR WEALTH bTAIIsTICS OCHJ). NMCUES DATA
REFLECT THE HEALTH CARE EXPERIENCE OF THE CIVIOAN NONINSTITUTIONALIZED
POPULATION OF THE UNITED STATES DURING 1980. THE SURVEY WAS DESIGNED
WITH SPECiAL EMPOASIS ON THE EXPERIENCE OF MEDIM Ab NMERGEDMEDS ICAIELI

BENEFICIARIES. 1HE DATA BASE CONSTRUCTED FROM rinLuDGIBILITY
AND REIMBURSEMENT DATA FROM MEDICARE AND MEDICAID ADMINISTRATIVE FILES
WITH INTERVIEW DATA DERIVED FROM A SERIES OF QUESTIONNAIRES ADMIN:STERED
TO A RANDOMLY SELECTED NATIONAL HOUSEHOLD SAMPLE PANEL OF THE CIVICAN
NONINSTITUTIONAL POPULATION AND A FOUR-STATE RANDOMLY SELECTED MEDICAID
HOUSEHOLD SAMPLE PANEL.

THE NMCUES DATA BASE, COMPLETED AND MADE AVAILABLE TO THE PUBLIC IN
1983, PRODUCES A COMPOSITE PICTURE OF COVERAGE, SERVICE USE, AND
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EXPENDITURE PATTERNS FOR MEDICARE AND MEDICAID ENROLLEES. IT THUS
AUGMENTS THE TYPES OF ANALYSES THAT CAN BE CONDUCTED ON BENEFICIARIES

AND
ENABLES CONPARISIONS OF BENEFICIARY TO NONBENEFICIARY POPULATION.

T SHOULD BE NOTED, HOWEVER, THAT WHILE SURVEYS HAVE DECIDED STRENGTHS,
THEY ARE VERY EXPENSIVE AND COMPLICATED IN ACTUAL USE ENCE THEY ARE
INFREQUENTLY UNDERTAKEN, WHILE THE DATA SETS FROM NIUE AND EARLIER
SURVEYS HAVE SERVED HEALTH CARE_POLICY MAKERS AND ANALYSTS WELL, THEY
WILL BE LONG OUT OF DATE BY 198/, WHEN THE NEXT SURVEY IN THE SERIES,
THE NATIONAL MEDICAL EXPENDITURE SURVEY (Nrit), IS SCHEDULED TO BE
UNDERTAKEN.

DATA SHARING ARRANGEMENTS

ACCESS TO HCFA FILES HAS BEEN OPENED FOR A wag VARIETY OF HEALTH
RESEARCH PROJECTS DURING THE PAP DECADE. HCFA ROUNTINELY SHARES DATA
WITH OTHER AGENCIES WITHIN THE VEPARTMENT; WITH OUR GRANTEES AND
CONTRACTORS WITH LONGRESS AND ITS AGENCIES, INCLUDING TUE UFFICE OF
IECHNOLOGY ASSESSMENT, CONGRESSIONAL BUDGET OFFICE, AND LONGRESSIONAL
RESEARCH bERVICE; WITH OVERSIGHT AGENCIES, INCLUDING THE bAU AND THE
DEPARTMENT S UFFICE OF INSPECTOR GENERAL; WITH GOVERNMENT COMMISSIONS,
INCLUDING THE PROSPECTIVE PAYMENT ASSESSMENT COMMISSION; ANA, TO A
LESSER EXTENT, WITH OTHER GOVFRNMENT AGENCIES, SUCH AS THE VETERANS
ADMINISTRATION. INFREQUENTLY, DATA ARE ALSO FURNISHED FOR PRIVATELY
FUNDED STUDIES UNDER STRINGENT FORMAL REQUIREMENTS.

THESE DATA SHARING ARRANGEMENTS ARE NOEMALLY UNDERTAKEN TO FACILITATE
POLICY DEVELOPMENT AND FOR PURPOSES OF SIRIOUS PROGRAMMATIC AND BA $1C
RESEARCH. CARE IS TAKEN TO ASSURE THAT WHEN DISCLOSING DATA IN HCrA
FILES ON MEDICARE PENEFICIARIES THAI CONTAIN PENTIFIER$, THE

SEROVISIONS
Of THE PRIVACY ACT OF IW4 (AND SECTION 1010(A) OF THE bOCIAL

ECURITY ACT) ARE FOLLOWED AND PROPERLY ENFORCED. ENERALLY, THE
PRIVACY ACT PROHIBITS DISCLOSURE OF SUCH DATA EXCEPT UNDER ONE OF ITS
SPECIFIC DISCLOSURE PROVISIONS. FOR EXAMPLE, ONE OF THESE PROVISIONS
ALLOWS DISCLOSURE BY ONE EMPLOYEE OF AN AGENCY TO ANOTHER EMPLOYEE OF
THE SAME AGENCY ON A NEED-TO-KNOW BASIS.

SINCE ALL OF HHS IS CONS )ERED TO BE A SINGLE AGENCY, HCFA IS ABLE TO
RELEASE DATA TO COMFONENI: OF THE PUBLIC HEALTH SERVICE AND TO THE
SOCIAL SECURITY ADMINISTRATIONS AFTER ESTABLISHING THE VALIDITY Or THE
NEED.

INDIVIDUALLY IDENTIFIABLE DATA CAN BE RELEASED OUTSIDE THE AGENCY FOR
PURPOSES WHICH ARE COMPATIBLE WITH THE PURPOSES FOR WHICH THE DATA WERE
COLLECTED, UNDER THE SO-CALLED 'ROUTINE USE' PROVISION. RELEASE OF DATA
TO hCFA CONTRACTORS AND STATE AGENCIES IS MADE UNDER THIS PROVISION.

HCFA HAS ALSO DEVELOPED A "ROUTINE USE" CATEGORY FOR RELEAS'. OF DATA TO
OUTSIDE INDIVIDUALS AND ORGANIZATIONS FOR R:fEARCH THAT IS DETERMINED TO
BE COMPATIBLE WITH PROGRAM PURPOSES AND IS ImPORTANT AND SOUNDLY
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DESIGNED. FOR EXAMPLE, TO MEET THE NEEDS OF THE AMERICAN HOSPITAL
AgSQCIAIN ND SIMILAR ORGANIZATIONS, A FILE CALLED THE "MODIFIED
M tBrAK hIOEL"

A
MAS DEVELOPED FROM MEDICARE DATA ON A SAUPLE OF

BENEFICIARIES DISCHARGED FROM SHORT-TERM HOSPITALS. IHE FILE CONTAINS
DETAILED INFORMATION ON SERVICES, CHARGES, AND DIAGNOSES OF
BENEFICIARIES IN THE SAMPLE. PROTECTION OF BENEFICIARY PRIVACY IS
INSURED BY DELETION Or ALL DATA ELEMENTS LIKELY TO PERMIT IDENTIFICATION
OF INDIVIDUAL BENEFICIARIES. 10 BUTTRESS THIS PROTECT/ON, USERS OF THIS
FILE ARE REQUIRED TO SIGN AN AGREEMENT TO PROTECT THE DATA FROM ANY
EFFORT TO DEDUCE INDIVIDUAL BENEFICIARY IDENTITIES.

UNDER ADDITIONAL PRIVACY ACT PROVISIONS, HCFA ALSO RELEASES DATA TO THE
B.S. BUREAU OF THE CENSUS, LAW ENFORCEMENT AGENCIES, AND PURSUANT TO
COURT ORDER.

CURRENT INTERAGENCY COOPERATIVE EFFORTS

HCFA ENGAGES IN NUMEROUS COLLABORATIVE PROJECTS WITH OTHER FEDERAL
AGENCIES DESIGNED TO LINK MEDICARE CLAIMS DATA WITH DATA FROM OTHER
SOURCES IN ORDER TO INCREASE OUR COLLECTIVE UNDERSTANDING OF ASPECTS OF
AMERICA'S AGING POPULATION.

TWO MAJOR PROJECTS THAT LINK MEDICARE DATA WITH INFORMTION FROM THE
SOCIAL SECgRITY ADMINISTRATION (SSA) ARE CURIMIla UNDERWAY) QNE SLIDY
LINKS THE LONTINUOU§ MEDICARE HISTORY

ARE
Win)), TO Jat S LONTINUOUS

CISABALITY HISTORY tILE, A FILE REPRESENTING FROM 5 IQ 20 PERCENT OF
EACH JTATE'S NEWLY AWARDED DISABLED POPULATION IN 19/5. THE STUDY Ig
FOLLOWINQ THE MEQICARE EXPERIENCE OF PERSONS AWARDED QISABILIIy IN 1975
FROM 19// TO 1981. A SEcOND PROJECT, LINKING THE LMHS WITH
CONTINUOUS WORK HIgjQRY SAMP4, IS IN THE PLANNING STAGES WITH LINKAGE
EXPECTED LATER IN mb. 55A s QNE PERCENT LONGITUDINAL SAMPLE OF
EARNINGS FROM 193/ TO 1962 WILL BE LINKED TO MEDICARE FILES,
AS WILL THE A FILE CONTAINING RECORDS BY EMPLOYER AND INDLSTRY THAT
RUNS FROM 19 TO 1982. IHE SSA DATA ARE REGARDED AS ggITc SENSITIVE
BECAUSE THkY CONTAIN RECORDS OF TAXABLE EARNINGS THAI SSA CANNOT RELEASE
UNDER THE PRIVACY ACT, EVEN FQR RESEARCH PURPOSES. 10 SOLVE THIS
PROBLEM, HCFA IS PROVIDING SSA WITH THE MEDICARE QATA NEEDED TO MAKE THE
LINKAtE AND ALL DATA PROCESSING MILL BE DONE B7 SSA. 1N/TIALLY, HCJ-A

PLANS TO USE THE DATA RESULTING IROM THIS LINKAGE TO STUDY MEDICARE
UTILIZATION ON THE PART OF ELDERL: BENEFICIARIES BY INDUSTRY OF PREVIOUS
EMPLOYMENT.

HCFA IS ALSO PARTICIPATING IN A NUMBER OF JOINT STUDIES WITH THE
NATIONAL CENTER ON HEALTH STATISTICS THAT INVOLVE LINKING MEDICARE
CLAIMS DATA WITH INFORMATION nBTAINED FROM INTERYIEWS. AN EXAMPLE OF
TNE§E IS THE 1980 NATIONAL MORTALITY FOLLOMBACK bURVEY, THROUGH WHICH
NLOJ IS :OLLECTING INFORMATION ABOUT THE HEALTH AND USE OF SERVICES IN
THE LAST YEAR OF LIFE FROM THE NEXT OF KIN OF PERSONS DYING IN 1986.

-6-
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THE STUDY WILL LINK A SAMPLE OF DEATH RECORDS TO HCFA'S MEDICARE
RECORDS, PERMITTING GREATER OPPORTUNITIES FOR STATISTICAL ANALYSIS THAN
WOULD OTHERWISE RESULT FROM INTERVIEWS WITH RELATIVES.

IN ADDITION TO THESE DATA LINKAGE ACTIVITIES, HCFA ACTIVELY SPONSORS
LARGE-SCALE NATIONAL SURVEYS F HEALTH CARE FOCUSED ON THE ELDERLY... FOR
EXAMPLE, TWO SUCCESSIVE LONG ERM CARE SURVEYS, CO-SPONSUREil BY HLFA AND
HHS' MICE OE THE ASSISIANT ECRETARY FOR PLANNING AND LVALUATION. WERE
CONDUCTED IN ID8L AND 1984. HESE SURVEYS ASKED DETAILED QUESTIONS OF
SAMPLES OF FUNCTIONALLY IMPAIRED MEDICARE BENEEICIARIES... DATA
COLLECTION WAS CARRIED OUT BY THE U.S. LENSUS HUREAQA PUBLIC USE TAPES
IRE AVAILABLE FOR 1982 AND ARE IN DEVELOPMENT FOR 1984 DATA.
HE SURVEY QF MOST CURRENT INTEREST IS THE NATIONAL MEDICAL EXPENDITURE

SURVEY (NMES), SCHEDULED FOR 198/, NMES IS DESIGNED TO PROVIDE NEEDED
DATA ON THE ELDERLY POPULATION. FUNCTIONALLY IMPAIRED PERSONS WILL BE
OVERSAMPLED, MANY OF WHOM ARE ELDERLY. ALSO, FOR THE FIRST TIME BOTH
NONINSTITUTIONALIZED AND INSTITUTIONALIZED POPULATIONS WILL BE
IN THE SAMURVEY. IH NURSING HOME SAMPLE WILL BE PREDOMINATELY
ELDERLY. I

E
HSIS SURVEY WILL PROVIDE UTILIZATION AND EXPENDITURE DATA

INCLUDED

FOR
INDIVIDUALS IN INSTITUTIONS AS WELL AS THOSE IN THE COMMUNITY. SPECIAL
EFFORTS WILL BE MADE TO COLLECT DATA ON HOME HEALTH CARE,

NMES IS THE BEST EXAMPLE OF WHICH HCFA IS AWARE OF EFFORTS BEING MADE TO
COLLABORATE AMONG A NUMBER OF EDgRAL AGENCIES WITH RESPONSIBILITIES FOR
COLLMING DATA ON THE ELQERLY. IHE SURVEY WILL BE JOINTLY ADMINISTERED
gY HvA AND THE NATIONAL LENTER FOR HEALTH SERUCES RESEARCH (KW).
IHE NATIONAL LENTER FOR HEALTH STATISTICS (NM) WILL ASSUME A
SUPPORTING ROLE. ?POVIDING CONSULTATION AND TECHNICAL ADVICE AS
AVAILABLE RESOURCES PERMIT. HLFA S PRIMARY CONCERN IS WITH UTILIZATION
AND EXPENDITURE MIA FOR PERSONS IN THE MEDICARE AND MEDICAID
POPULATIONS. NCHSK WILL USE THE DATA FOR POLICY RESEARCH ON KEY
NATIONAL HEALTH ISSUES, INCLUDING THE EFFECTS OF PROPOSALS TO CHANGE

PeRIVATE
ATTERNS

HEALTH
AND LEVELS

INSURANCE
OF USAND4 AN

FEDERAL
Q EXPENDFINANCING

PROGRAMS. THE
ITURES AS WELL AS THE STRNATIONALUCTURE OF

INSTITUTE OF MENTAL HEALTH WILL FOCUS ON PATTERNS IF COMMUNITY VERSUS

AND WITHOUT MENTAL ILLNESS. NIS WILL BE USED BY THE K1N EALTH
INSTITUTIONAL CARE AND RELATE!). REIMURSEMENT PATTERNS PERSNS WITH

SERVICE (HS) TO ASCERTAIN ALL HEALTH CARE RESOURCES
RSA

NON-IHS)
BEING UTILIZED BY AMERICAN INDIANS AND ALASKA NATIVES AND ANDSTAMATE
ASSOCIATED CHARGES AND SOURCES OF PAYMENT.

AN IMPORTANT ADJUNCT TO HCFA's COLLABORATIVE DOTA COLLECTI"% ACTIVITIES

SCHOLARLY STUDIES AIMED AT IMPROVING FEDERAL DATA RES( RCES. MROUGH AN
AND COOPERATIVE RESEARCH EFFORTS IS THE AGENCY S SPONSOF..nIP 0

INTERAGENCY AGREEMENT WI% THE NATIONAL SCIENCE I-OUNDA110,4, HC A
eROVIDES SUPPORT FOR THE FOUNDATION S LOHNITTEE ON RATIONAL STATISTICS.
THE COMMITTEE IS COMPOSED OF DISTINGUISHED STATIST/0ANS WHO WORK TO
IMPROVE THE STATISTICAL METHODS AVD STATISTICAL INFORMATION ON Wk CH
PUBLIC DECISIONS /RE BASED. PROJECTS DEEMED OF POTENTIAL NATIONAL
SIGNI.:ICANCE ARE IDENTIFIED FOR STUDY.

4 .1



236

E SUCH

ONNDDBECURELARCE

T ES

S

AD GSIIBN

C

T HLED E

I CHNY

TSI

H

NCLO

QL

NUIAG

§

AI

CS

C

ODHSUER

I

F

ON

C

OWRAORF

T

G

T

I ER

I

Nr§

D

CONAPTTUA§H

LE

. LN9EAEL-A

L

R, CCOWEN

US RIOSRCFNOTEH

E F

SY

ECETAVH I

NEL

I

N

RANGE
IOF

ISSUES
TAG1NGARELA4

ED
ASTATISTICS. IS

THE
ArANGN

EINL

9
S

POLICY
NANALYSIS E

OF
HTHE DAGED.
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UCOMPLETION, RIN OAEPTEMBER

I986,STUDY
RECOMMENDATIONS ARE EXPECTED CONCERNING FUTURE DATA COLLECTION
ACTIVITIES, DATA GAPS, AND IMPROVEMENTS IN STATISTICAL METHODOLOGY ONE
PRODUCT OF THE STUDY WILL BE AN INVENTORY OF AVAILABLE DATA SETS ON THE
AGING POPULATION.

CANCLIMIt

IN SUMMARY, HCFA OFFERS EXTENSIVE PRIMARY DATA RESOURCES FOR RESEARCH
INTO ISSUES RELATING TO THE ELDERLY. OVER THE PAST TEN YEARS, THE
AGENCY HAS GRADUALLY OPENED ACCESS TO ITS DATA FILES UNDER PROTECTi'E
PROCEDURES WHICH RESULT IN MINIMAL INTRUSION INTO THE PRIVACY OF
BENEFICIARIFS. CURRENT DATA SHARING ARRANGEMENTS HAVE BEEN GOUVED
THROUGH INDIVIDUAL INTERAGENCY AGREEMENT AS WELL AS THROUGH 111..tA S
ACTIVE PARTICIPATION IN FORMAL AND INFORMAL DISCUSSIONS WITH OTHER
FEDERAL AGENCIES AND QUASI-GOVERNMENTAL ORGANIZATIONS CONCERNED WITH
IMPROVING THE RELEVANCY AND AVAILABILITY OF DATA ON THE AGING.

THE ASSISTANCE THAT HCFA PROVIDES IN MAK'NG ITS FILES ACCESSIBLE HAS
ALWAYS BEEN CONTINGENT UPON THE AVAILABILITY OF SUFFICIENT RESOURCES,
SINCE EVERY APPROVED REQUEST FOR DATA GENERALLY HAS TO DE PRODUCED
INDIVIDUALLY BY A STAFF 1010SE PRIMARY RESPONSIBILITY IS TO PREPARE DATA
FOR

URNAL
PURPOSES. IKREFORE, WHILE WE SHARE THE ENTHUSIASM FOR THE

APPARENT
CONCEPT OATF AN

LAS
ITTMONTHERAGENCS Y

SU
tORUM
MMIT CONFERENCE, IT

9N AGING RELATEWOULDD STATBE ISTUNREALISTICICS THAI WAS
TO
SO

IGNORE THE REALITY THAT AAy SUBSTANTIAL GROWTH IN THE LEVEL OF
INTERAGEHCY ASSISTANCE NCtA PROVIDES WOULD REOLIRE CAREFUL EVALUATION OF
THE IMPACT ON ITS SUDGET AND RESOURCE AVAILABILITY.
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111/1SUA
NATIONAL ASSOCIATION OF STATE UNITS ON A0040 NATIONAL ASSOCIATION OF ARIA AGENCITS ON ACUTIO

48441/1 I7O714s4 7520

June 19, 1986

Ms. Penny Bogen
Subcommittee on Aging

428 Dirksen Sonate Office Building
Waehington, D.C. 20510

Dear Ms. Bogas:

Thank you for the opportunity to submit testimony on the important issue
of a statistical policy in an aging America. As representatives of the 57
State Units and 667 Area Agencies on Aging, NASUA and NAAAA recognise that
timely and accurate information Is essential for the effective planning and
management of services for older persons.

In this regard, we are currently pursuing several initiatives vhich are
designed to collect and present information in a manner useful for decision
making et the national, state and local level, both vithin and outside of
government.

The first of these is the National Data Base on Aging, a repository of
statistical information on the programs of State Units and Area Agencies,
vhich is available to Individuals, agencies and organisations vith an
interest in services for older persons. A detailed description of this
information resource is attached for inclusion as part of our testimony.

In an effort to encourage state and local agencies to make effective use
of available infornation, two other initiatives have been undertaken. Throe
are:

4 Catalogs of Microcomputer System Applications for Area Agencies and
S..cte Celia on Aging, designed to encourage replication of effectively
oper.ting information managenilt systems.

o model to forecast service needs of the eiderlr a, the stare and iocal
level, based on the concept of functional iaiairnent.

We J2plaud yo:r efforts to hel, Duero .:ee veneer. to ref nt information
en ..ACI elJerly and programs which de.ve them. If yot h.-.e mum ,igne &bout
any of our reier..' initiatives pl,aee feel fres to cuacact us

Sinner ly,

Daniel A. Quirk "L'4.-- Rc.,:o ' C. Mastalish
Executive Director Executive Director
NAUA NAAAA

6t. ',..,cyfand Avenue, S W , Suite 208, Washi igton, D C 20024
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THE NATIONAL
DATA BASE

ON AGING
AN INFORMATION RESOURCE YOU SHOULD KNOW ABOUT

prolessionals in the field of
aging haw long re-ognized
the need for tomb and accu-

rat. data to support progrcen man.
agement. Yer, tees development. and
research functions Tula). computer
information systems which present
data that can be used in decision
making and analssis an helping to
meet this need

Resognirmy 11w amt network s
need for higi information.
the National Association of State
Ina. on Ainny (NAJL'A) and the
National Association of Area Agen
les on Aging thAAAAI have &-

witted Ow Nationoi Data Ease on
Aging to pros Isk Nest,* Informa-
tion on the chara,tenms as to roes
and scrvises of Stats and Arca Agen
cies on Aging

Annual Surveys Conducted
The DATA BASE was initiated to

test the feasibility of using a volts°.
tary system to collect information at
six national level about the programs
of State and Area Agencies on
Aging The jinni effort undenaken
by NASUA and NAAAA an I
funded. in pan, by the Administra
lion on Aging involves an annual
questionnaire survey of all State
Onus and a onethinl sample it Area
Apra. kw

lot DA1A IIASI rquessms Ili
Ilrst f11.8.101 11111.011. t Oeldilaied at ik

...Maw' Is sl tot...utak t .111pJf
inhumation shout all aslisliwt and
St 'VIC% unionist by Ibis network

was designed 10 address several
major problems

The spumy of timer) and ac
curate drea about SUA's and AAA's
and their associated wt. ice, and w.
tomes for older persons.

The lack of data comparabiloy.
given the range of service definitions
in use and

The lack of useful feedback of
inlomunon to those agencies that
haw ',tousled data Dom tome to
time

The DATA BASE has addressed
thewsproblems In several

Through a systematic approach
for ongoing data collection

By employing a uniform set of
Ler, we definitions fur consistently
compiling network program me-
tomes. and

By invols ing intended benefici
cries and respondents of the DATA
BASE in all phases of the peojectX
design and implement* ion

How Can The Data Da Used?
Cerrent DATA BASE users In-

clude inadet research consultants.
journafors. business and industry. in
addition to State and Area Agencies
Several examples illustrate the ways
in which the DATA BASE can he
wad

A unisersity professor con.
dooing a study on nutritional sees
h. ha IN tfile II) sinus test tla
DAIA IIASI lie olornizoon on Ili
AiLa Agent in iii whush he was has
nit his stud) llr DATA 11A,I1 sup

plod informaisim on the number of
persons receiving services. their
eharactenstics, the number of meals
served and the cost The availability
of this information saved the re
searcher and the AAA's significant
time and expense

A State Unit on Aging in the
midwrst planned to push for state
dollars to fund a program that would
enabls elderly persons Hi receos
home health care The DATA BASF-
:mow:led models of smear programs
being Implemented successfully in
other states

An Area Agency director called
the DATA BASE 10 find out how the
level of local funds in his area corn
pared to other locales with similar
keels of population and urbanira
non When the info.,ation provided
shosi'd that his forum 'I support
was low by comparison. he pre-
sented tic data to his city council
and chtained an increase in focal
funding

An insurance company Li:sn-
iveled the DATA BASE for tnfocrna
two on Area Agencies that use their
own staff and vehicles to transport
older persons The company intend
ed to offer an insurance plan cowl
ing transportation liability, and
needed to know if there were a large
enough market for malt a plan Th.

was
Ash to ,111111plif
Its MI di It
hill riotaiiin

243

No 351 1985 5



Haw To Obtain infonnatiOn
Access to the DATA BASE can be

accomplished in several war . First.
NASUA and NAAAA hate pub.
fished and will continue k. -.4icipate
and publish. the kinds of reports
which potential users or the DATA
BASE may want. In addition. any-
one may contact the DATA BASE by
using Its toll free number. (100)
424.9126 A staff person will dn
cuss your information request and
annspile a report tailored to your
Inv& ha those with their own
Computer sapahilit). machos. reads.
bk data sets are also available In a
vane') of formats

What Do BrvIcs Cost
The initial consultation to discuss

how the DATA BASE can meet your
Information needs is free After that.
a S45 00 per hour charge is made for
staff time Involved to dam marten'.
anal..* and write up.

The DATA BASE can prosidc a
great de4I more than Jug raw sa.iis-
tics Customized services and pre-
sentation quality products Include
propnetar) reports analyzed to your
specifications longiluthrI ana-
lyze*. market segmentation (by
state. County. or other criteria).
charts. utiles. and maps

The National Data Base on Apng
represents a new and important re.
source for a vatic vanety of users It

annemated that the data will be
panseularl) useful to State and Area
Agemics on Aging in Improving the
effectiveness and en-souse, of solo
Kt% fog the growing older popula
hop

This ant le ma prepared In DATA
BASE staff Nam the National Ana
dation of State Units on Aging and
The National Association of Area
Axea In an Amax
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Information Categories
In the National Data Base on Aging

State Units on Aging:
Executive Director Profile

a SUA yrvanization
Staffing ProRleillimover
Advisory Council MakeUp and
IRsuctions
Planning rung Policy Approaches
Intrastate Funding Formulas
Funding Sourses and Amount,.
Computer System Profile
Program Accomplishment.

a Management Initiatives
Training/Professional Develop-
ment Activities

Area Agencies on Aging:
Executive Director Profile
Staffing Profilerlbmoser
Advisory Council Makcalp and
Function
AAA Orsanisairee
Grants Management Procedures
Planning and Pula) Approaches
Funding Sources and Amounts
C inpula System Pmfitc
Program Accomplishments

Management !Mu/mires
DalnIng/Professional Develop
men' A:livities

Service Provider Agency
Grants and Contrasts:

Profit- of each Prosider
Method of Rcimburstme..
P rrrrr it) Sersose and Clan
Targeting
CharaeterKinS of Sersice Delo
cry Sites
Sources and Amounts of Fundini

Clients and Services:
Services Provided
Expenditures and Units Provide.
b) Service
Numbers and Charectc rrrrrr s
Fkrsont Served b) Sers ice

U.S Census Statistics
Total Populmirmi
Elder1) Population
State. County. Planning. an
Sets ice Area Summanes

SERVICE
EXPENDITURES
BY AREA
AGENCIES
ON AGING

An example ol the graphics Mai can be produced from the National
Data Base on Aging
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Office of the
Administrator
of Veterans Affairs

'Honorable Thad Cochran
Chairman, Subcommittee on Energy,
Nuclear Proliferation and
Government Processes
Committee on Governmental Affairs'
United States Senate
Washington, D.C. 20510

Dear Mr. Chairman:

Washingtcn DC 20420

Thank you for yours and Senator Grassley's letter of June 4
inviting our comments as a follow-up to your joint hearing
on Statistical Policy in an Aging America.

Key VA officials attended that hearing and have been in-

volved in the important coordination efforts to date
regarding data ,111ection and research highlighted at the

hearing.

The VA, of course, is keenly interested in the area of

aging-related statistics, particularly as regards the

so-called aging veteran. We applaud the initiative of the
National Institute on Aging and the Bureau of the Census to
develop mechanisms to coordinate data collection and
research in this area to meet Federal agencies' respective
needs in a cost-efficient way.

While the VA already collects and tknalyzes some demographic
and socio-economic data on aging veterans, we foresee

additional data requirements that might be met through

collaborative efforts. These include needs for epidemiolog-
ical, demographic, and economic data. We welcome the pros-
pect that this initiative to foster federal sharing of
information-gathering and related policy planning may help
meet these needs.

We look forward to continued progress on this initiative and
inte^d to work toward it with the lead agencies. A similar
letter has been sent to Senator Grassley.

Sincerely,

THOMAS K. TURNAGE
Administrator
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INVENTORY OF DATA SETS RELATED TO
THE HEALTH OF THE ELDERLY

Panel on Statistics for an Aging Population
Committee on National Statistics

Commission on Behavioral and Social Scienoes and Ed4oation
Natical Reaearch Council

Washington, DC 1986
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NOTICE: The project that is the subject of this report was approved by

the Governing Board of the NatiOnal Research Council, whose members are
drawn from the councils of the National Academy of Sciences, the
National Academy of Engineering, and the Institute of Medicine. The
members of the committee responsible for the report were chosen for
their special competences and with regard for appropriate balance.

This report has been reviewed by a group other than the authors

acmading to procedures approved by a Report Review Committee
consisting of members of the National Academy of Sciences, the National
Academy of Engineering, and the Institute mf Medicine.

The National Research Council was established by the National Academy

of Sciences in 1916 to associate the broad community of Potence and
technology with the Academy's purposes of furthering Xnowledge and of
advising the federal government. The Council operates in accordance
with general policies determined by the Academy under the authority of
its congressional charter of 1863, which establishes the Academy as a
private, nonprofit, self-governing membership corporation. The Council
has become the principal operating agency of both the National Academy
of Sciences and the National Academy of Engineering in the conduct of
their services to the government, the public, and the scientific and
engineering communities. It is administered jointly by both ActSemies

and the Institute of Medici The National Academy of Engineering and
the Institute of Medicine were established in 1964 and 1970,

respectively, under the charter of the National Acsd2my of Sciences.

?47



243

PANEL ON STATISTICS FOR AN AGING POPULATION

SAM SHAPIRO, (Chair), Health Services Research and Development Center,
Johns Hopkins University

DAN G. BLAZER, II, Department of Psychiatry, Duke University Medical Center
LAURENCE G. BRANCH, Department of Social Medicine and Health Policy,

Harvard Medical Center

NEIL E. CUTLER, Department of Political Science, University of Southern
California

JEANNE E. GRIFFITH, Edtcation and Public Welfare Division, Congressional
Rtsearch Service, Library of Congress

ROBERT L. KAHN, Institute for Social Research, University of Michigan
GARY KOCH, Department of Biostatistics, School of Public Health, University

of North Carolina
JUDITH R. LAVE, Graduate School of Public Health, University of Pittsburgh
KENNETH G. MANTON, Center for Demographic Studies, Duke University
DOROTHY P. RICE, Aging Health Policy Center, University of California,

San Francisco
JOHN W. ROWE, Division on Aging, Harvard Medical School

ETHEL SHANAS, Department of Sociology, University of Illinois at Chicago
Circle

JAMES H. WARE, Department of Biostatistics, Harvard School of Public Health

DOROTHY M. GILFORD, Study Director
LILLIAN GURALNICK, Consultant
CAROLYN C. ROGERS, Research Associate
JANE S. TAKEUC,I, Consultant
CANLOTTA C. MOLITOR, Administrative Assistant

248



244

COMMITTEE ON NATIONAL STATISTICS

STEPHEN E. FIEWBERG (Chair), Department of Stati-tics, Carnegie-Mel on

University
LEO BREIMAN, Department of Statistics, University of California,

Berkeley
WAYNE A. FULLER, Department of Statistics, Iowa State University

SEYMOUR GEISSER, School of Statistics, University of Minnesota
JERRY A. HAUSMAN, Department of Economics, Massachusetts Institute of

Technology
F. TROHAS JUSTER, Institute for Social Research, University of Michigan

NAN M. LAIRD, Department of Biostatlstics, Harvard School of Public Health

JANE A. MEMEN, Office of Population Research, Princeton University
LINCOLN E. MOSES, Department of Statistics, Stanford University
JOHN W. PRATT, Graduate School of Business, Harvard University
S. JAMES PRESS, Department of Statistics, University of California,

Riverside
COURTENAY M. SLATER, CEC Associates, Washington, D.C.
JUDITH M. TANUR, Department of Sociology, State University of New York

at Stony Brook
KENNETH W. WACHTER, Department of Statistics, University of California,

Berkeley

EDWIN D. GOLDFIELD, Executive Director
MIRON L. STRAF, Research Director
MICHELE W. ZINN, Pdministrative Associate

249



245

CONTENTS

PREFACE
vii

INTRODUCTION
1

Generating the Inventory
2

Guide to Use of the Inventory
7

SOURCES OF DATA SETS
8

Federal Data Sources
8

University Data Sources
13

Bibliographic Services
16

SUMMARY TABLE: DATA BASE CONTENT BY SPONSOR AND TITLE OF DATA SET 18

INVENTORY
31

ACRONYMS
409

INDEX OF DATA BASES BY TITLE
413

4 , 0



246

PREFACE

The graying of the U.S. population is a fundamental and far-reaching
contemporary demographic shift. This trend will have profound consequences

for society, the economy, and health care. Many issues will arise in the

areas of health and medical care, income support and social security, work
opportunities, and the quality of life. The Committee on National
Statistics, recognizing that adequate statistical information will be needed
to make policy decisions for the elderly on a soLnd factual basis, proposed
a st.zdy of statistical problems in policy analysis for an aging population.

Tha objectives of the study are to determine data needs for policy analysis
for health and related issues for the aging population; to assess the
adequacy of current data sources; to make recommendations to fill data gaps;
and to synthesize the statistical methodology useful in policy analysis for
the elderly and recommend a research agenda to extend this methodology.

Funding for the study was provided by a consortium of agencies including
the Office of the Assistant Secretary for Planning and Evaluation of the
U.S. Department of Health and Human Services, the Health Care Financing
Administration, the National Institute on Aging, the National Institute of
Mental Health, the Social Security Administration, the Veterans
Administration, and the National Center for Health Statistics, which is
serving as the contracting agency for the study.

The Panel on Statistics for an Aging Population was established to

undertake the study. At its first meeting, the panel recognized the need

for a compilation of descriptions of available data sets related to the

health of the elderly. It was proposed that the panel develop such a
compilation, since existing inventories are not up to date. Although

compiling the inventory made major demands on staff time, the panel was
convinced that the investment was worthwhile, since the inventory has
provided background essential for the panel's work and, in addition, will be
a valuable resource for schcols of public health and for the research
community concerned with the aging population. The National Institute on

',ging provided additional funding for the ihoentory because of its potential

value to researchers.
The seven federal agencies sponsoring the panel's activities provided

major assistance in developing the inventory. Each agency appointed a

representative to a task force, -haired by Joan Van Nostrarf 4f the National
Center for Health Statistics, to assist i. the design of thL inventory and

in the collection of information on the data sets oa their respective
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agencies. The representatives were Paul Gayer (Office of Assistant
Secretary for Planning and Evaluation, Department of Health and Human
Services), Joan Van Nostrand (National Center for Health Statistics), Judit.
Diaper (Health Care Financing Administration), Ronald Abeles (National
Institute on Aging), David Larson (National Institute of Mental Health),
Melinda Upp (Social Security Administration), and Phyllis Thorburn (Veteran
Administration). Their efforts greatly facilitated the completion of the
inventory.

Joan Van Nostrand and panel member Jeanne Griffith gave freely of their
time to participate in early meetings with the staff to plan the inventory.
These initial plane were reviewed by the agency task force and by the panel.
These reviews improved the plans for the inventory and enhanced the
relevance of the information collected.

The panel was fortunate to have Lillian Guralnick take on primary
responsibility for developing the inventory. Few people posses,: r,z,r broad
knowledge of health statistics programs, her ability to organize a complex
task, and her quiet persistence in follow-up and problem resolution. Staff
member Carolyn Rogers tracked down information on academic data Ames
related to aging and assisted in drafting part of the introduction. Dorotfr-
Gilford, study director, not only found both staff and funding resource-, :or
the inventory but also offered assistance and helpful counsel throughout its
preparation. The panel also wishes to thank the many persons who provided
information for one or more inventory forms, especially Donald Fowles
(Administration on Aging), Cynthia 2aeuber (Bureau of the Census), and Dan
Walden (National Center for Health Services Research and Technology
Assessment).

Paula Lovas of the National Gerontology Resource Center of the American
Association of Retired Persons and Rosalyn Leiderman of the National Academy
of Sciences Library gave generously of their time to complete a search for
data bases in the literature on aging. Christine McShane, editor of the
Commission on Behavioral and Social Sciences and Education nelped to design
the format for presenting the data sets and to resolve edit.rial problems as
they arose. Staff member Carlotta Molitor with inexhaustible patience
comp'led the disks for the data sets in the inventory, took charge of the
flow of mail, the corrections, and the endless detail.

For the panel and myself, I would like to express appreciaticn to
all of the people involved, especially to Lillian Guralnick, for their
commitment, dedication, and efforts. We, and the many people concerned with
aging, are indebted to them.

viii

Sam Shapiro, Chair
Panel on Statistics for
an Aging Population
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INTRODUCTION

SCAT OF THE INVENTORS

This inventory was prepared as part of the background fo till work of the

Panel on Statistics for an Aging Population. The first step in creating the
inventory was to establish criteria for inclusion of a data set in the

inventory. The panel agreed that a data system would be included if it met

the following specifications:

(1) It comprises a periodic or a continuous national collection of

lnfornacion related to the health of the elderly population of the United

States. (It may be part of a collection for the total population.) The

data system may relate to the health if individuala, health care
expenditures, services provided, or health care resources. It may be

designed for individual data or for aggregate data, such as data for states

or institutions.
(2) It contains one-time or subnational studies of seminal

importance.

(3) It contains current data or the most recent available for a

particular topic.
(4) It provides basic demographic data.

(5) It is available for further analysis, even though there may be

some restrictions on use of the data.

The panel construed the health of the elderly broadly, as related to a

way of life, rather than to physical condition alone. Dousing. income, and

availability and access to medical care and other life-support services were

all seen as appropriate subjects related to health. The requirement that

the data sets included in the inventory be available for further analysis

reduced the number of eligible studies sharply, excluding in particular

those that were not relatively recent.

1
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GENERATING THE INVENTORY

The panel reviewed inventories of either data for the elderly or health da
in general and aeleoted datr seta that met the stated criteria. The
inventories reviewed are:

Health Data Inventory. Fiscal Year 1983-1984. (U.S. Department of
Health and Human Services, Januar:7 1984).

Heal and Se ice I n Da Pro as and S s ems Fisc
Year 1985.t- (U.S. Department of Health and Human Services, 1986).

Inventory of Federal
,

StatiStieal Programs Relating to Older Persons.
(U.S. Department of Health, Education, and Welfare, Administration on
Aging, 1979).

Inventory of Data Soure4 on the Functionally Lize:ed Elderly. (U.S.
Office of Management and Budget,

Human Resources, -4terans, and Labor
Special Studies Division, 1980).

National Statistics on Children, Youth, and Their Families: A Guide toFederal Data Programs. (Prepared for the Interagency Conference on
Child and Family Statistios, National Institute of Child Health and
Human Development, Bethesda, MD, 1984. Many of the programs described
apply to all age groups.)

Inventory of U.S. Health Care Data Bases, 1976-83. (American Hospital
Association and U.S.D.H S.S. Health Resources and Services
Administration. No publication date - -1984?).

These sources do not exhaust the data
on the elderly available in the Ur.f.ed

States, but do denoribs the major accessible studies.
A list s: all apparently relevant date

bases was culled from the ....Ix
inventories listed. The list was separated into data seta collected by the
sponsoring agencies and the remainder. The representatives of the
sponsoring agencies took on responsibility for having the forms completed
for all data sets listed for their respective orgamleatIons. In addition,
they provided desortptions of studies too roeent to be listed in any
published inventors and major studies resulting from contracts or grants
that had come to their attention.

A data collection form modeled after the one used in National Statistics
on Children. Youth, and Their Families was adopted, with appropriate changes
in format and in information to be collected (Figure 1).

For data sets collected by agencies ,,ther than sponsors, the contact
person given in the inventory was called to ascertain the name of the most
appropriate person to address for current information. The data collection
form and a covering letter were sent to that person, requesting return of
the completed form by a specific date. For many t:ata requests, follow-up
was necessary to elicit a response or to clarify or Aplete the information
submitted. Generally, the completed forms from all sources were entered
into a computer file with as little cbange as possible. It was not
possible, however, to list all publications produced from some data sets;
this is usually indicated in the description.

2
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March 22, 1985

PANEL ON STATISTICS FOR AN ACING-.POPULATION:
INVENTORY OP DATA SETS RELATED TO HEALTH

General Instructions

A data Bet should be inquded in the inventory if:

1. the data system includes a periodic or a continuous national
collection of information rotated to the health of the elderly

population of the United States. (Nis may be part of a cola

leotion for the total population.) The data system may relate

to health of individuals, to health oars expenditures, to ser-
vices provided, or to healtlicare resources. It may be de-
signed for individual data or for aggregate data, such as data
for states or institutions.

2. it contains one-time, or eabnational studies of seminal im-

portance.

3. data are current, or the most recent available for a partic-

ular topic.

4. or if it provides basic danogrcrphic data.

If the space for an item on this fora is inadequate, please continuo
on a blank sheet, iedentifing the item described.

PLEASE ATTACH A COPY OF YOUR DATA COLLECTION FORM.

TITLE. The =le of the data set used in bibliographic references

TITLE:

SPIWORSHIP: The agency responsible for the conduct of the study

SPONSORSHIP:
AGENCY:
PROJECT CHIEF: NAME

TITLE
UNIT

PURPOSE; The reasons the data collectim dystem was established
PURPOSE:

DESIGN. The universe for which data are cal,eated. if a sample, the nature

of tue sample, its size, nonreeponee rate, attrition rates for re-
peated samples, is this a longitudinal study; does it make use of
data linked to other Isles or samples?

DESIGN:

FIGURE 1 Form used to collect information ,n data sets.

3
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TITLE:

CONTENT. Describe briefly the nature of information collected. 'f there ara
vartaticrts for different years or collection cycles, that are they?

CONTENT:

YEARS OF DATA COLLECTION. Describe the periodicity of the etudy, or
list the '-dividual years for whteh the study has been earrpLeted,
the years now budgeted and planned, and expected release daree
for current data collection°.

YEARS OF DATA COLLECTI01:

PUBLICATIONS. List major publications, or reference .z list
PUBLICATIONS:

AVAILABILITY OF UNPUBLISHED DATA. Ina,cate whether data are available as
unpubltehad tabulations or on public wee data tape°, for what year°,
and how unpublished data can be obtained.

AVAILABILITY OF UNPUBLISHED DATA:

Are any of your data tapes in the collection of the National Archive of
Computerised Data on Aging main tamed by the Inter-untseretty Consortium
for Political and Social Research, Ann Arbor, Michigan? Specify.

CONTACT pereon who can provide information about the data Bet,
answer questions about published and unpublished data, and can
refer the inquirer to technical staff, tf necessary.

CONTACT: NAME
TELEPHONE NUMBER

4
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A.

Types of Data Collected

The categories are intamdad to silo. the content area of the data system, but not neceseartly
every item included in the data colleotton. Enter YES or NO for each item.

Data Public Data Public
File Use Tape File Use Tape

DEMOGRAPHIC DAM HEALTH
Educational level Acute and chronic conditions 2/
Race Disability days
Ethnicity Chronic limitations:
Sex of act..ity
Marital status of mobility
Migration or mobility Impairments

Usual activity status 3/
VITAL STATISTICS

Natality ALCOHOL, DRUG MUSE AND MENTAL
Mortality Cognitive impairment scale
Marriage R' savior prs'lems
Divorce Depression

Alcohol use
HOUSING Drug abuse

Type of dwelling 1/
No. of persons in household CHANGES IN:
Relationship of persons in Morbidity

household Functional limitations
Self-perceived health

INCOME AND WEALTH
Labor force participation
Total income
Scurcas of income
Net asset,

HEALTH RESOURCES
General hospitals
Private psychiatric hospitals
Public mental health hospitals
Hurting h:'mes

Otner institutional resources
Community-based resources
Health professions
Other professional resources

HEALTH kXPENSES
Costs of care
Out-of-pocket costs
Medicare
hediceid
State expenditures
Private insurance

FUNCTIONAL LEVELS
Social interaction 4/
Activities of daily living 5/
Instrumental activities of
daily living 6/

HEALTH CARE UTILIZATION 7/
General hospital services
hurting hone services
Home health care
Rehabilitation
Mental health hospi eliaation
Mental health outpac'enc
services

Alcohol and drug abuse 'enters
Physician services/visits
Zentel services/visits
Prescription drugs
Other

SOCIAL SERVICES 8/

OTHER BROAD CATEGORY FOR SAMPLING 14.,7
Specify:

1. House, apartment, boarding home, residential treatment centers, etc.
2. Includes diagnostic data
3. Normal daily activity: working, keeping house, retired, other
4. Somial interact'on includes contacts with friends, relatives, participation in group

activities, including relitious activities
5. Activities of daily living include ability to bathe oneself, dress oneself, etc.
6 Instrumental activities of daily living are defined as shopping, household chores,

managing money, etc.
7 Utilization covers length of stay, number of dischar,s, days of cart, number of visits

Includes dosestic and transportation services, meaim-...n-wheeis, day care, respite care,
case management etc.

257
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(4)

TITLE:

Selected Items in Data Set

SIZE OF SAMPLE: Enter the number and the nonresponsa rate for each age
group. Enter NA (not available) where that is the case.

SIZE OF SAMPLE (or universe, if the data sat is not sapled):

All
Total
under 65
65 -74

75-84
854

Number in Sample Nonresponse Rate

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS: Enter YES tfavotlable,
NA (not available) if that is the case.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS:

Itea
Data of birth
Social Security Number
Veteran Status

Geographic data:

Largest unit (Specify)
Smallest unit (Specify)

Age el

Single years
60-64
65+

65-74, 75-84, 85+
Other (Specify)

Data File Public Use Tape

Data File Public Use Tape Published Tables

Return this form and the data collection pm to:

Dorothy M. Gilford,
National Aoadamy of Soignee.
2101 Constitution Avenue, N.W.
Washington, D.C. 20418

Attention: Miss Lillian Curalnie

If you have any questions, pleas. oall Miss GuraL.tok
at 202-484-1242, or 202-234-3010.

6

63-532 0 - 86 - 9
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i.

Letters were alao sent to the directors of university gerontology study
centers aupported by grants from the Administration on Aging. A few

responses were roceired to the affect that their studiea did not meet the
oriteria; in one cane, a useful data base was reported.

The National Technical Information Service in the U.S. Department cf
Commerce maintains an abstraot file of all reports on research that are
federally funded and deposited with their agenoy. The file was sear bed
through the Dialog Information Retrieval Servioe for studies on the saltn

of the elderly for reports published during the period 1965-1985. The
search produoed abstraot_ of an impressive list of reports and suggested
inquiries for some additional data bases.

The area of research funded by nonfederal organizations was largely
unexplored. The studies: with nonfederal eponsorahip listed in the inventory

are those well known in the health literature.
The inventory will be added to the National Archive of Computerized Data

on Aging maintained at the University of Miohigan, where it will be updated
periodioslly with support from the National Institute on Aging. Information

on publioly available data seta not in this inventory that oould be added
should be bent to:

The Inter-University Consortium for Politioal and Social Research
P.O. Box 1248
Ann Arbor, MI 48106

GUIDE TO USE OF THE INVENTORY

The key to the inventory is the Summary Table (pages 18-29), which liata in
alphabetical order the sponsors of the data seta followed by the data set

titles. For data sets sponsored by more than one agcnoy or when the
supporting and oontraoting agenoiea differ, the names of all the
partioipating organizations appear with appropriate cross-references. The

Summary Table indicates the types of data oolleoted with aeterisks; when
more than half the detailed items on the data oolleotion form were checked,
two a:Aerie:co are entered in the Summary Table.

The Summary Table can be used to locate the description of a known
study, or to find the titles of all studies listed under the different types

of data collected. Further information oonoerning a data set may be found
in the narrative desoription provided on the individual forms.

In addition to the data set descriptions, the inventory inoludea a final
section describing aeleoted resources for additional data. The volume
oonoludee with an index of data seta.

259
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BOURCES OF DATA SETS

Some of the major federal ami academic sources of data seta are deaoribed
below, followed by information on relevant bibliographic services.

FEDERAL DATA SOURCES

Moat health data are oolleoted and made available by a few federal
agenoiea. Some important aourcee of data on health and health - related
topioa for the elderly are described below.

Department of Health and Human Services (DBES)

Office of the Asaistant Secretary for Pluming and Evaluation

The Office of the Aaaistant Secretary for Planning and Evaluation maintain
the Evaluation Documentation Center. The Center makes the following
aervicea and materiala available: a library of all DOS final evaluation
reporta and executive summaries; compendium of DUBS evaluation studies, both
completed and in prof ma; and abstracts of evaluation studies sorted by
aubjeot, program, a; ,,sor, and dates. Information can be obtained from:

Health and Human Services Evaluation Documentation Center
Room 4360 Hubert Humphrey Building
200 Independence Avenue, SW
Waabington, DC 20201
(202) 245-7155

National Center for Health Stetiatios

The National Center for Health Statiatica in one of the major federal
atatiatical agencies. It operates a diverse survey and inventory program
with legislative authorization to collect atatiatica on:

8
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o The extent and nature of illness and disability of the population of
the United Statea, including life expeotanoy, maternal morbidity,
and mortality;

o The impact of illness ana disability of the omm,lation on the
economy of the United States and on other a: of the well-being
of population;

o Environmental, social, and other health hazards;
o Determinants of health;
o Health resources, including health professionals by apeoialty and

type of practice, and the supply of service: by hospitals, extended
care faoilitiea, he health agencies, and other health
institutions;

o Utilization of health oare, including ambulatory health services,
the aervioea of hoapitala, extended care facilities, home health
agencies, and other institutions;

o Health oare oosts and finanoing; and
o Family formation,, growth, and dissolution.

The Center's own data collection staff is very :mall. It collects moat
of its data through interagenoy agreements with the U.S. Bureau of the
Census or through contract: with nonfederal organizations.
Its major data oollection programa are:

Vital Statistios: births, deaths, marriages, and divorces
National Survey of Family Growth
Vatic:nal Health Interview Survey
National Medicare Care Utilization and Expenditure Survey
National Health and Nutrition Examination Survey
National Hospital Diaoharge Survey
National Ambulatory Medioal Care Survey
National Nursing Home Survey
Natio: tl Master Faoility Inventory

Those are deaorib-1 briefly in OHS Data Systems of the national Center
for Health Statiatioa, (Serics 1, No. 16, Deoember 1981), which also oarriea
a description of the publioation aeries (a aeries is used to publish data
from 1 partioular survey). The Center releases an annual Catalog of
Publioation' of the National Center for Health Statiatioa. The Center also
releases annually a Catalog of Publio Use Data Tapes from the National
Center for Health Statiatioa. The majority of these data tapes are now sold
ty the National Teohnioal Information Servioe.

Requests for publioations and information or inquiries oonoerning data
tapes, special tabulations, and other assiatanoe should be directed to:

Scientific and Technical Branoh
National Center for Health StatIatioa
Publio Health Servioe
Hyattsville, HD 20782

9
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Social Security Administration

Various statistieadata systems, containing both administrative and survey
data, have been developed by the Office of Research, Statistics, and
International Policy (ORSIP) of the Social Security Administration (SSA).
Some of the data systems have been included in the inventory. All of the
ORSIP data systems are described in the ORSIP Publications Catalog. 1986,
Social Security Administration, Office of Pclicy, Office of Research,
Statistics, and International Policy (SSA Publications No. 13-11925). A
number of the files are designed for public use, but several are restricted
and released only under certain legally defined conditions of privacy and
confidentiality. In some cases, files are not available to the public even
on a restricted basis. However, tabulations from such files may be obtained
on a cost-reimbursable basis from SSA, provided they satisfy ORSIP
disclosure guidelines.

General questions relating to the availability of data from restricted
ORSIP files should be addressed to:

Confidentiality Policy Project, Room 912
Office of Research, Statistics, sad International Policy (ORSIP)
Office of Policy
Social Security Administration
1875 Connecticut Avenue, NW
Washington, DC 20009
(202) 673-6024

Health Care Financing Administration

The Health Care Financing Administration (HCFA) is the federal program
responsible for the overall Administration of the Medicare and Medicaid
programs. The Medicare program covers hospital, physicians, and related
services chiefly for persons 65 years of age and older, while Medioaid is
designed to serve the low-income population as defined by each state.

The process of administering the Medicare program gives rise to a
complex system of files to identify insured persons, eligible providers of
care, services used, payments to providers, and copayments and premiums paid
by the insured. The files and their contents are completely described in
the Medicare Statistical Files Manual, Bureau of Data Management and
Strategy (BDMS), HCFA, September 1983. With the exception of public use
files, HCFA data are confidential in accordance with the Privacy Act of 1974
(P.L. 93-579). Data are released only to contractors and grantees and other
researchers in special cases.

The chief activity of HCFA is the administration of its program.
Research is conducted mainly by the Office of Research and Demonstrations
(OFD) and through grants and contracts. Bach grant and contract supported
by HCFA produces a final report that is placed with the National Technical
Information Service (NTIS). In addition, the OFD and the BDMS publish an
extensive series of reports providing program data and research findings.
The Health Care Financing Review is a quarterly journal focusing on
research, demonstration, sod statistical findings in the area of health care
financing. It is available by subscription from HCFA's Office of Research
and Demonstrations.

10
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Brief reports of program data are published in Health Care Financing
Notes and more complete reports in the Medicare Program Statistics Series.
Reports from all HCFA -funded extramural projects are available-from NTIS.
Selected reports are published in the Health Care Financing Grants and
Contracts Remorta series. A comple-e list of publications can be ,btained
from:

PubliCations and Information Resources Office
Oak Meadows Building
6325 Security Boulevard
Baltimore, HD 21207

Bureau of the Census

The Census Bureau is a major source of data and stat;-tics on the population
of the United States. Data published by age groups , based on decennial
censuses and are used !n planning and analysis concerning the elderly. Data
from sample surveys such as the Current Popula ion Survey (CPS) and the
Survey of Income and Program Participation (SIPP) are also useful in
studying the elderly population.

A comprehensive guide to materials and reports published by the Census
Bureau is contained in the publication Bureau of the Census Catalog: 1984.
This catalog describes all products (reports, machine-readable files,
microfiche, and maps) issued from January 1980 through December 1963. It
also abstracts a few key reference publicatioLa issued before 1980 and
includes a list of titles of all machine-readable data files, regardless of
date. Chapters deal with one subject, e.g., population, and cover most
data, although a special section combines all references from the 1980
Census of Population and Housing.

The population chapter contains socioeconomic data derived from the
Census of Population and sample surveys. The following series of reports
are based on the Current Population Survey:

P-20 Population Characteristics
P-23 Special Studies
P-27 Farm Population
P-60 Consumer Income

Several other data user guides are available. The Monthly Product
Announcement updates the bibliographic references in the catalog. A monthly
newsletter, Data Peers News, informs data users about new Census Bureau
products, census and survey plans, and other program developments. The
Directory of Data Files contains abstracts that describe all Census Bureau
data files (summary statistics, microdata and geographic reference data) and
software issued through December 1983. Of particular interest is the Guide
Book to 1980 Census Data on the Elderly.

A reference guide to the CPS lists reports by subject area, including
sections on the elderly, income, and projections. The guide, updated
annually, is: Current Population Reports, Series P-23, No. 109, Subject
Index to Current Population Reports: December 1980, U.S. Government
Printing Office, Washington, DC, 1981.

11
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Data from RIPP are published in a working paper series as well as in
quarterly reports in the Current Population Reports, Series P-70. To order
data products, contact:

Data User Services Division
Cuatomer Services
Bureau of the Census
Washington, DC 20233
(301) 763-4100

The Bureau has establishes. a central focus 'for data on the older
population under Cynthia M. Taeuber (301-763-7948). The goals of that
office are to:

(1) Develop statistics on the older population that will meet the
data needs of the research and polieraswkiag community with
quality data.

(2) Become a focal point for agencies inside and outside the
government for shared interests in statistics on aging through
cooperative programs.

(3) Work especially cloaeiy with agencies inside and outside the
government that share Census Bureau interests.

Among the reports on aging prepared at the Bureau are:

U.S. Bureau of the Census, Jacob S. Siegel and Maria Davidson,
Current Population Reports, Series P-23, No. 138, Demographic and
Socioeconomic Aspects of Aging in the United States, U.S. Government
Printing Office, Washington, DC, 1984.

U.S. Bureau of the Census, Cynthia H. Taeuber, Current Population
Reports, Series P-23, No. 128, America in Transition: An 4ging
Society, U.S. Government Printing Office, Washington, DC, 1983.

Mar federal organizations collect data specifically directed to their
mission. The National Center for Health Servioaa Research, the
Administration on Aging, and the National Institute on Aging all produce
information valuable to the study of health needs and services for the
elderly population, as illustrated by the projects undertaken by these
agencies that are listed in the inventory.

12
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UNIVERSITT DATA SOURCES

Several universitiea have become apecialised repoaitoriea for information
related to the elderly, aa well as in reaearch in the field. The major
sentare are at the Duke Univeraity Medioal Center, Brown University, and the
Univeraity of Michigan.

Duke rpiversity Medical Center

The Center for the Study of Aging and Human Development at Duke waa created
in 1955 to aerie aa an all -univeraity research facility. As auoh it has
pioneered and continuea to oonduct research in multidisciplinary
longitudinal studies of aging, behavioral and socioeconomic studies, life
transitions: (particularly retirement), baaic biomedioal topioa, clinical
atudiea, and polioy studies.

The Center's research and training in the aarvioe of older adulta
includea the translation and dissemination of information to reaearch
investigators, prretitioners, and the general public. The Diviaion of
Geriatrica coordinates advanced olinioal training in medicine, family
nedioine, psychiatry, and other disoip'4naa. In addition, the Center's
Geriatrio Evaluation and Treatment CliuAo offora aervioe to older persons
and their familiea. Inquiriea concermir.g the Center'a reaearch program
should be addressed to:

Harvey Jay Cohen, M.D., Direotor
Center for the 3tudy of Aging and Human Development
_am 3003
Duke Univeraity Medical Center
Durham, NC 27710

The Data Archive for Aging aid Adult Development (DAAAD), establia,. in

1976, provides reaearch reaourcea and suppczt aervicei for the study of
aging and the life cycle from a aooial scienoe perapective. Major resources
are:

KWIC--a comprehensive index of training raterials and relited .
publications in gerontology and geriatrics.
DATA ARCHIVE --data aeta, documentation, and conaultation for
reserrch in adult development and aging, with emphaaia on
longitudinal atudiea and computer/atatiatical support.

Major activitiea inolude the identification, proceaaing, and
distribution of social Purveys related to aging and lift cycle reaearch aa
well ae the, development of technioal reporta ant measurement manuala. The
DAAAD Referenoe Guide deacribee the current data holdinga; DAAAD can
distribute data tepee with documentation to interaated uaera and also
provides consultation aervioea. Addreaa inquiries ooncerning data to:

Linda K. George, Director, Data Archive
Box 3003
Duke Univeraity Medioal Center
Durham, NC 27710
(919) 664-3204
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Several pioneering research studies conducted by the Center include:
Durham Older American Resources and Services (OARS) Community surrey, Durham
OARS Institutional Survey, Second Duke Longitudinal Study (SDLS), and the
Duke Work and Retirement Study. The development of the OARS methodology has
subsequently led to numerous major studies of the well-being of older
people. The Data Archive also contains national studies related to aging
and health issues which are referenced elsewhere in the inventory.
Publications of the Center are:

Center Report
Advances in Research
DAAAD Reference Guide

Brown University

The Brown University Data Archive for Use in Long-Term Care Policy Analysis
includes data seta describing the needs of populations in terms of their
health statue, changes in health during given periods of time, and the
impact of services. The aim of the center iL Zo contribute to policy
research in the field of aging and long-term cern by developing a unique
archive of information and testing its utility in selected policy analyses
derived from evaluations of syatem peeormance.

The data archive consists of data from the renewing sources:
(1) longitudinal and epidemiologie studies of chronic illness, (2)
experimental studies of health services, (3) methodologic studies involving
measurement and assessment of phyaical, psychological, and social function,
(4) studies of effectiveness of multidisciplinary health oars and long-term
care services, (5) studies of effioacy of service and its impact in terms of
change in health status over time, (6) studies of need, and (7) studies of
utilization and ooet of services. A brief description of current major
holdings in the data archive follows.

1. Effects of Continued Care: Study of Chronic Illness in the
Hometo study the effectiveness of a treatment program in maintaining or
i4roving the physical, psychological, and socia0 well-being of patients as
meaaured by function and to evaluate the impact cf health services and
patients, progress following discharge from a hospital rehabilitation
program. Dates: 1963-1967, Cleveland, Obio.

2. Chance for Change: Implications of a Chronic Disease Module
Study--to evaluate the effects of an interdisciplinary team approach to
long-term health care using a new type of health assistant. It was
hypothesized that those who received module care would maintain function
bettor than those who did not receive such service. Research findings from
this study a-e applicable to decision making on financing and quality
assurance in long-term care. Dates: 1973-1975, Michigan.

3. Bryn Mawr Rehabilitation Center Study--a study of responses of
chronically ill patients to hospital rehabilitation care. Dates; 1974-1979.

4. Highland View Hospital Studyan observational study over a 10-year
Period of responses of chronically ill patients to hospital rehabilitation
cave. Dates: 1960-1970, Cleveland, Ohio.

5. Effects and Coats of Day Care and Homemaker Se-vices for the
Chronically Ill: A Randomired Experimentto examine the differential
impact of geriatric day care and homemaker servioes on the degree to which
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an elderly patient can maintain independence in physioal functioning without
being institutionalized. Dates: 1975-1977, 6 sites in varias locations in
the United States.

6. The Health Care Needs of the Elderly and Disabled in
Massachusettsto estimate the number of persona in Maaaaohuaetta not
currently in long-term care facilities who require placement in a nursing
home as well as the number of persona with ourrent needs for long-term
home-based health and support servioes. Dates: 1974-1975, Massachusetts.

7. An Evaluation of a Day Hospital Servioe in Rehabilitation
Modioine--to establish a separate day hospital service within an acute mire
public hospital for patients ordinarily admitted to the hospital for a
oontinuoua period of treatment and to evaluate the day hospital as a (lost-
effective alternative to intensive inpatient care. Dates: 1978-1980,

Bronx, New York. g

8. The Development of a Long-Term Care Information System--pilot study,
to develop and demonstrate a method whose use would aid in the appropriate
referral of individuals to long-term oars servioes, and to provide a
meohanism for translating assessment information into presumptive aervioe
needs. Dates: 1978-1979, Michigan.

9. Community-Based Long-Term Care and Mortals ! Preliminary Findings
of Georgia's Alternative Health Servioea Projeot--t, test the
ooat- effeotiveneaa of a oomprehensive system of oommunity-based long-term
oare services offered to elderly Medioaid recipients. Dates: 1976-1980,

17 leorgia counties.

Data archive development is an ongoing aotivity. Studies in the arohi
are selected according to their importance for pulley research. Additional
studies in the archive inolude: the U.S. General Accounting Office Survey
in Cleveland, the Triage Study, An Approaoh to the Assessment of Long-Term
Care, the Randomized Trial of a New Team Approach to Home Care for the
Terminally Ill, and longitudinal studies of recovery over time for stroke
and hip fractures at Benjamin Rose Hospital in Cleveland. Data in the
archive are available in maohine-readable files. Detailed documentation of
these studies, including research design, sampling, data oollection methods,
analysis, results, oonoluaiona, and recommendations are available from the
data archive of the Southeastern New England Long-Term Care Gerontology
Center. For information, contact:

Sidney Katz, M.D., Director
Southeastern Hew England Long-Term Care Gerontology Center
Brown University --Box G
Brown and Meeting Streets
Providence, RI 02912
(001) 863-3821

University of Michigan

The National Archive of Computerized Data cn Aging (NACDA) is a project
ourrently sponsored by the Nationai Institute on Aging and oonducted by the
Inter-university Consortium for Politioal and Social Research (ICPSR) in
collaboration with the University of Michigan Institute of Gerontology.
Harold Johnson, Dean of the School of Social Work at the University of
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Michigan, and Jerome Clubb, Executive Director of the Inter-university
Consortium, are codirectora of the project.

NLCDA'a mission is to facilitate quantitative research in the field of
aging by providing data collections in readily usable formats to tne widest
possible audience of reaeareherv. Data collections are distributed on
magnetic tape without charge to individuals affiliated witt the 300 col;_egea
and universities that are members of ICPSR. Researchers not located at
ICPSR member institutions are assessed a modest charge for access, based on
the size of the data collection requested.

Requeats for data should be addressed to:

National Archive of Computerized Data on Aging
P.O. Box 1248
Ann Arbor, HI 48106

(Those affiliated with colleges and universities holding membership in the
ICPSR should submit requests through their ICPSR Official Representative.)
The project staff may be reached by telephone (313) 764-5199 (Michael
Traugott) or (313) 763-5010 (Patricia Green).

A catalog is available from the National Archive of Computerized Data on
Aging that includes deaoriptions of the data collections relevant to
research on aging. The ICPSR Guide to Resources and Services contains a
complete listing of the archive's data collections. Further information
regarding ICPSR and its membership, policies, and services can be obtained
by contacting the ICPSR staff at (313) 764-2570 or by writing:

ICPSR
P.O. Box 1248
Ann Arbor, NI 4810o

BIBLIOGRAPHIC SERVICES

American Association of Retired Persona

The National Gerontology Besot:Poe Center maintained by the American

Association of Retired Persona (AARP) is designed to provide research and
information support to the staff of AARP, as well an to other aging-related
organizations, academic institutions, and government agencies. Library
materials may be borrowed through interlibrary loans. Requests should be
sent to:

AARP

National Gerontology Resource Center
1909E Street, NW
Washington, DC 20049
Attn: Interlibrary Loan
(202) 728-4883

The Resource Center produces the Ageline comb tterized bibliographic
database, which is publicly available through Bibliographic Retrieval
Services (BRS). The data base contains citations with abstracts of the
literature of gerontology, primarily since 1978. Journal coverage includes
gerontological, social science, health, business, and news periodicals;
books, government documents, projt-t reports, conference papers, and
dissertations are also included. For information on accessing tgeline
through the BRS service, contact:
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268



264

8RS Customer Service
1200 Route 7
Latham, NY 12110
(800) 933-4704
(518) 783-1161 in New York

National Technical Information Service

The National Technical Infermation Service (NTIS), Department of Commerce,
proviles a database consisting of government-sponsored research,
development, and -1gineering plus analysea prepared by federal agencies, and
their contractors or grantees. State and local government agencies are now
beginning to contribute their reports to the NTIS file. The Administration
on Aging and the Health Care Financing Administration routinely send copies
of all reports prepared in completion of a grant or contract to NTIS, but
this say not be true for every federal agency. The NTIS is also a
repository for data tapes for many federal data collection agencies. When
the data tapes for any study described in the inventory have been planed on
file at NTIS, it has been noted in the description.

National Technical Information Service
5285 Port Royal Road
Springfield, VA 22151
(703) 487-4600
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SO MART TABLE: DATA BASE CONTENT NT MONSON LND TITLE OF DATA SET

SP 7,01 AND TITLE OF DATA SET

ADKINISTRATION ON AOINO (AoA), DBES
Alternate Paths to Long-Term Care
Longitudinal Evaluation of Nutrition Services for the Elderly
National Data Base on Aging
National Long-Term Care Channeling Demonstration Program (see ASPE)
National Survey of the Aged, 1975 (with Social Security Administration)
Nationwide Study of Domiciliary Carc: Domiciliary Care Clients and the
Faoilities in Whioh They Reside

Nationwide Study of Domiciliary Care: National Survey of Domioiliary Care
State Long-Term Care Ombudsmen Report

LIMBIC*" HOSPITAL ASSOCIATION (ARA)
Annual Survey of Hospitals
National Hospitel Panel Survey

eve} of Medioal Rehabilitation Hospitals and Unita, 1983
Survey of Helical Staff Organization, 1982

ASSISTANT SECRETARY FOR FLAMM AsIII EVALUATION (ASPE), DHSS
National Long-Term Care Channeling Demonstration Program (with HCFA and AoA)
National Survey of uong-T rm Care/National Survey of Caregivers (with HCFA)_
Panel Study of Inoome Dynamics (PSID) (with NSF)
Survey of Institutionalized Persona, 1976 (with bureau of the Census)

BUREAU OF THE CENSUS, DEPARTMENT OF COMMERCE
County and City Data Book
Current Population Survey (CPS) (with Bureau of Labor Statistios)
Decennial Census of Population and Housing
National Longitudinal Mortalit: Study (see NCHS)
Sta,e and Met 'nolitan Area Datu Book
Survey of Inop. and Program Partioipation (SIPP)
Survey of Institutionalized Persona, 1976 (see ASPE)

BIREAU OF LABOR STATISTICS (BLS), DEPART/MIT OF LABOR
Consumer Expenditure Survey
Cobnumer Prioe Index (CPI)
Current Population Survey (CPS) (see Bureau of the Census)
Indust -v Wage Survey: Hospitals
Industry Wage Survey: Nursing Homes
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CASE WESTERN IMRE pianism
GAO Cleveland Follow-up (see Urban Institute)

MITERS PODIUM COIMINE. (CDC), PM, DBB3
Annual Tuberculosis Statistical Summary
National Immuniaation Survey--CPS Supplement
Keport of Teritxed Case of Tuberculosis

MITER FOR HEALTH ADMISISTRAITO1 MMUS, MITERSITT CV CHICAGO
Robert Bond Jobemom Fousdation

Community Hospital Program (CHP) Access Impact Evaluation Surveys, 1978-79,
1981

Murioipal Health Services Program (KM) Evaluation (with HCFA)
National Survey of Access to Medical Care, 1982

COMM/3310N Of PRMISSIMAI. ARD HOSPITAL ACTkvix1ES (CPHA)
CPHA Data Tapes

CORSUMER PRODOCT SAFETT comas:nor
National Ele0.ronio Irjury Surveillanoe System (NEISS)

DEFAME= OF MCCLURE (USDA)
Nationwide Food Consumption Survey, 1977-78

DEPARTKEIT OF HOUSING AM MBAR DEVELOPMENT (HUD)
American Housing Survey

MAME= OF LABOR
National Longitudinal Survey; of Labor Market Experience of Older Men

(Eames Survey) (with NSF)

DOKE unimmarr, CENTER pm THE =or OF AGING AND BOMAR DETELOMENT
Durham Older Americans Resources and Servioos (OARS) Community Survey

DIPLOME BENEFIT RESEARCH =TIMM
Survey of Pension and Retirement Plan Coverage, 1972, 1979, 1983

FOOD AND UNDO *MINISTRATION (FDA)
Dietary Supplements Survey

MURAL ACCOOETINO OFFICE (GAO)
Nursing Home Data by State, 1976-80
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BEAM CANE FINJUAZ010 ADNINISTUTICS (NCFA), DENS
Bereft of Data Nemapeamt andrittratoNY
Master Provider of Servieea File
Medicare Annual Summary: Person Summary Pile
Medicare Enrollment File
Medicare History Sample --1974 and Later
Medicare Part B (SNI) 5-percent Sample Bill Summary Reword
Medicare Reimburse:Nit by State and County
MEDPAR Public Use File
Office of Fiummoial amd Amtiarial Analysis
Analysis of State Medicaid Program Characteristics
Statistioal deport on Medical Care: Eligibles, Recipients, Payments, and

Services, Medicaid Program
Offieeallememzolt and Demommtratioms
Linked Medicare Use --PCBS Mortality Statistics Pile
Medicaid Tape-to-Tape Project

MedidaP
Municipal Health Servicea Program (MRSP) Evaluation (see Center for Health

Adainistration Studies)

National Long-Tern Care Channeling Demonstration Program (see ASPS)
National Medical Care Utilisat'on and Expenditure Survey (NMCUES) 1980

(ace NCHS)
1984 Long -Tars Care Survey

mum iteuzus mem (IRS), mum= at nu =ism
Estate/Personal Wealth File
Statistios of Incomes: Individual Income Tax Returns

VOMIT V. JONIENE1/01111DATION

See Center for Nealth Adadmiatratioa Studies, University of Chicago
Community Hospital. Program (CRP) Access Impact Evaluation Surveys,
1978 -79, 1981

!Audeipal Health Services Program (MHSP) Evaluation (with RUA)
National Survey of Access to Medical Care, 1982

EATIONAL CANCER =Mtn (NCI), NIL FRB, DHSS
Surveillance, Epidemiology, and End Results (SEER) Program
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NATIONAL CNA= NON NIALTH SHAVICES RHUMB AND HEALTH CAII8 TECHNOLOGY
1337123111T (RCM)
Hospital Coat and Utilization Project: National Sample of Hospitals
National Medical Care Expenditures Survey (NMCES), 1977-78 (with NCHS)
Outcomes of Nursing Some Admissions

iunain clan NI HEALTH 3Tarmsrics (pcss), 0HIM
Hispanic Health and Nutrition Examination Survey (HHANES)
Life Tables, Vital Statistics of the United States
Longitudinal Study of Aging (LSOA)
National Ambulatory Medical Care Survey (RAMS)
National Death Index (NDI)
National,Divoroe Statistics
National Health Interview Survey (NHIS): Core Questionnaire
National Health interview Survey: Data for the Study of Secular Change

and Aging (with NIA)
National Health Interview Survey: Supplement on Aging (SCA), 1984
National Health Interview Survey: Supplements
National Health and Nutrition Examination Survey (NHANES I)
NHANES I Epidemiologic Follow-up Study: Initial Follow-up, 1982-1984

(with NIA)

RUNES II, Second National Health and Nutrition Examination Survey
National Hospital Discharge Survey (RHOS)

National Longitudinal Nortality Study (with NIMBI and Bureau of the Census)_
National Marriage Statistics
National Master Facility Inventory (KNFI)

National Medical Care Expenditures Survey, 1977-78 (DICES) (see NCHSR)
National Medical Care Utilization and Expenditure Survey (NMCUES), 1980

(with HCFA)

National Mortality Followback Surveys
National Mortality Statistics File
National Natality Static" as
National Nursing Homo Suliey (NNHS)

NATICIAL HEART, LUNG, AND BLOOD IIECITTUTE (NIMBI), 118, PBS, DUBS
The Framingham Study
Honolulu Heart Program

National Longitudinal Mortality Study (see NCHS)
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NATIONAL INSTITUTE OR MPG (NIA), NIB, PBS, DBOS
Baltimore Longitudinal Study or Aging
East Boston Study on the Natural History of Senile Dementia
Established Populations for Epidemiologio Studies of the Elderly (BPESE)
NUNES I Epidemiologio Follow-up Study: Initial Follow-up, 1982-1984

(see NCHS)

Survey of the Last Days of Life

NATIONAL INSTITUTE OF CBILD RIALTO AND MOAN DEVELOPMENT
Study of Low Fertility Cohorts in the United States

NATIONAL Iitrrrrun OF DENTAL RESEARCH (NIDR), NIB, PBS, DBES
Epidemiologic Survey of Oral Health in idultz, 1985

NATIONAL INSTITUTE ON DRUG ABUSE (NIDA), PBS, DBES
National Alcoholism and Drug Abuse Program Inventory (EADAPI) (with National

Institute on Alcohol Abuse and Alcoholism (NIAAA])

NATIONAL MITT= OF MENTAL BEAL= (DIME), PBS, DH3S
Annual Census of Patient Chameteristice for State and County Mental

Hospital Inpatient Services

Epidentologio Catohment Area (ECA) Program Cormunity Surveys
Health Demographic Profile System's Inventory of Small Area Social
Indicators

Inventory of General Hospital Psychiatric Services
Inventory of Mental Health Organizations
Patient Surveys of Inpatient Mental Health Settings

NATIONAL OPIRIOR RESEARCH CENTER (NORC)
General Social Surveys (see National Science Foundation)

NATIONAL MIME FOUNDATION (NSF)
General Social Surveys
Panel Study of Incomo Dynamics (see ASPE)
Parnea Su. see Department of Labor)

PUILIC BEAM FOUNDATION
ASTHO Reporting System
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SOCIAL SEMIS! ADNIILTISATIOS (SSA), DBES
Continuous Work History Sample (CHAS)
1978 Survey of Disability and Work
1982 New Beneficiary Survey

1986 Survey of Supplemental Security Income (SSI) Recipients and the
General Aged Population

National SUrvey of the Aged, 1975 (see Aol)
Retirement History Study

Supplemental Security 'noose Medicaid Institution Turnover (SSIMIT) Files
Yearly Continuous Disability History Sample (CDHS)

SORTS! ISSEASCH Cant, manasur OF MICHIOAI
Survey of Consumer Finances (SCF)

DRITERSITY OF [ASSAF LOSO-TFJOI CARE =ONTOLOGY CENTER
Kansas Comprehensive Assessment

=SAX L.LITITITIE

Older Americans Resources and Servicos (OARS), Merged Data Set

MMUS ADAMS:RATIOS (IA)
Annual Patient Census File
Hospital Based Home Care (HBHC) Information System
1979 National Survey of Veterans
Patient Treatment File
Survey of Aging Veterans, 1983
Survey of VA Long-Term Care Patients

28
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For Other Broad Catw.les, see individual data set lesoription
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SPONSOF: Administration on Aginz (AoA), Department of Health and
Human Services (DIMS)

TITLE: Alternate Paths to Loag-Tern Care

CONTRACTOR: Hebrew Robabilitation Center for the Aged

PURPOSE:

Project Director: Sylvia Sherwood
Director of Social Gerontological

Research
Hebrew Rehabilitation Center

for the Aged
Boston, HA 02131

To gain knowledge obc.t comparative benefits and ci.v. of
alternate service modalities for long-term care of at-risk
older persons and to gain knowledge regarding the choice by
the elderly client of one particular modality rather than
another.

DESIGN: Data were collected from four sources:

CONTENT:

o Elderly clients
o Key members of client's informal support network
o Formal agencies, including state agencies
o Direct care providers

Sample selection methodology varied by modality. Data were
gathered for 206 nursing home applicants, 175 senior center
applicants, 103 geriatric day hospital applicants, and 77
domiciliary care applicants.

Data were gathered for sample of chronically ill and
functionally impaired elderly applicants to four service
modalities:

o Intermediate care facility nursing bores
o Geriatric day hospitals
o Domiciliary care facilities
o Senior center programs

Data covered reasons for choice of modal.ity demographic,
health, functional, and support service characteris.ics;
knowledge, attitudes, and access to long-term care options;
services provided by chosen modality.

YEARS OF DATA 1978
COLLECTION:

31
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SPONSOR: Administration on Aging (AoA), Department of Health and
Human Services (DHES)

TITLE: Alternate Paths to Long Tarn Care

PUBLICATIWS: Alternate Paths to Long Term Care, Final Report to the
Administration on Aging, prepared under DRIIS/AoA Grant
# 90-A-1666, by Sylvia Sherwood, and John N. Morris, and
associates, Hebrew Rehabilitation Center for the Abed,
Boston, June 1982.

AVAILABILITY For information about availability of data tapes, contact
OF UNPUBLISHED Claire Gutkin.

CONTACT: Claire Gutkin
Hebrew Rehabilitation Center for the Aged
(617) 325-8000

32
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SPONSOR: Administration on Aging (AoA), Department of Health and Human Services (DUBS)

TITLE: Alternate Paths to Long-Term Care

TIPES OP DATA COLLECTED

Data Public- Data Public-

File Use rile Use

Tape Tape
pezroAng DATA
Educational level

x Race
Ethnicity

x Sez
x Marital status

Migration or nobility

UEALTH
Acute and chronic conditions
Disability days
Chronic limitations:

of activity
of mobility

Impairments
Usual activity status

VITAL STATISTICS
Natality ALCOHOL, DRUG ABUSE,

Mortality AND MENTAL FEALTH
Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

Ecips/Nd Alcohol use

Typo of dwelling Drug abuse

No. of persona in household
Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND HEALTH Self-perceived health

Labor force participation
Total income FUNCTIONAL LEVELS
Sources of income x Social int:.raction

Net assets x Activities of daily living
/natrum tl activities of

SOCIAL SERVICES daily living

HEALTH Rescuing REAL7 CARE UTILIZATION
General hoapi als a General hospital services

Private psych atria hospitals x Nursing hone services

Public: mental health hospitals Howe health care

Nursing homes Rehabilit .ion
Other institutional resources Merits, health hospitalization

Community-based resources Mental health outpatic t

Health professions servioes
Other professional resources Alcohol and drug abuse centers

Physician, services /visits

HEALTH FIRM:ES Dental services /visits

Costa of care Prescription drugs

Out-of-pocket costs Other
Medicare
Medicaid OTHER BROAD CATEGODT

State expenditures FOR SAMPLING UNIT

Private insurance

33
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SPONSOR: Admiristration on Aging (AoA), Department of Health and Human Servicee

(NHS)

TITLE: Altaroato Paths to Lax...Torn Caro

;ELECTED ITEMS IN DATA SET

SIZE OF SIMPLE

Age Number in Sample Nonreapcnae Rate

Total
Under 65
65-74 Not available

75-84
85.

aLABILITT AND LOCATION OF SPECIFIC DAI. ITEMS

Item Data File public-Use Tape Published Tables

Dete of bieth
Social Security no.
Veteran status
Geographio data
Largest unit
Sealleet unit

Age olasses
Single years
60-64

65.

65-74

Not available

34
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SPONSOR: Administration on Aging (AcA), Department of Health and
Hunan Services (ORBS)

TITLE: longitudinal Evaluation of Nutrition Services for
the Elderly

CONTP.ACTORS: Kirschner Associates, Ino.
2425 Alamo Avenue, SE
Albuquerque, NE 87016

PURPOSE:

DESIGN:

Opinicn Research Corporation
North Harrison Street
Box 183
Prinoeton, NJ 08540

Project Directors: Richard W. Kirschner
Kirachnev AcsocSater4 Inc.

Glenn E. Davin
Opinion Peacarch Co:pc:sties

(1) Arrest operation of nutrition progrars open-Jed under
Title III of Older Americans Act.

(2) Assess Impact of nutrition progress on diet awl hcaltl.

of older participants.

participant portion of study includes four univerret of

persons 60. years old:

o Congregate Leal rite participants (r 1,735)

o Neighbors of congregate seal site participants
(n = 1,039)
o Hone-aelivered meal recipients (n 415)

o Forsor congregate meal site partim:mrt s 2149)

A total of 3,438 personal interviews in 1982 were conducted
among older people living near 70 peal sites NO:Vst, tie

country. The longitudinal aspect of the study rofera to av
attempt to interview over 1,700 retpordenta at 34 of there
sitar who haJ participated in a similar study In 1976-77.
Only 720 of these respondents were ocesefully tracVed end

interv'awed, Inc/ 'trig 450 who were program pultioSpantt
during the earl!, study and 270 who were nonparticipating
neighbors.

CONTENT: Major topics of participant portion of study include:

o Person .I experience with nutrition program

o Personal evaluation of nutrition prove:
o Personal mobility (includes activities of daily living)

o Health
o Eating habits
o Psychological well-being
o Social )

o Income sufficiency
o Demographiea

o 24-hour dietary recall

o Interviewer's observations

35
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SPORSOR: Administration on Asint (Lot), Department of Health and

Human Servicee (DRNS)

TITLE: Longitudinal Evaluatioa of .utrition Services for the
Elderly

TEARS OF DATA 19,:2

COLLECTION:

PUBLICATIONS: An Eve] vation sfAlgt_tintritlen_rvisee_for_thst_Elderlv,
Kirschner At.sociatos, Inc., and 011rlon research
Corporation, Nay 1983.

Volure I. Executive Sumaary
Volure II. Analytic Report
Volume III. Descriptive Report
Volume IV. Appendices
Volume V. Questionnaire:

lankftudfl,el Evaluation of the National Nutrition frornm
Ltr the Elderly: Repeat, on First Nave Firdirrt, Kirschner
Aveociatee, Inc., and Oaf:lien Reeeprch Corporation, February

1919.

AVAILABILITY Date tapes are available In tle collection of the 11ationel
OF ONPUELISRED Archive of Computerized DIta or. Aging, P.O. Boa 124, Ann
DATA: Arbor, la 48106. Telephone (313) 763-5010; or throua the

Inter - university Coneortium for Political and Social

Feeearc14 at the pave eddreao.

COETACT: F.ichard U. Kirschner
Kirschner Atuocipte, Inc.
(505) 243-1763

Glenn E. Davis
Opiricn Research Cc:lout:lip

(609) 924-5900

36
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SPONSOR; Administration on Aging (AoA), Departmen. of Health and Human Service, (DHHS)

TITLE: Longitudinal Evaluation cf Nutrition Services for tba Elderly

TYPES OF DATA COLLECTED

Data Public -

File 030
Tape

Data Public -

File U30
Tape

DEMOGRAPHIC DATA HEALTH
Educational level Acute and chronic, conditions
Race Disability days
Ethnicity Chronic limitations:
Sea of activity
Marital status of mobility
'Igration or mobility Impairment,

Usual activity status
YTTAL STATISTICS_
Natality ALCOHOL. DRUG ABUSE,
Mortality OD FESTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression

HOUSING Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persons In cHANGES IR HEALTH STATUS
household Morbidity

Functional limitations

9mE AND &Ant Sela -perceived health
Labor force participation
Total incase FUNCTIONAL LEVELS
Sources of income Sooial interaction
Net assets activities of 'ly living

Instrumental activities of
SOCIAL SERVICES cally living

hTALTH_RESOCRCES HEALTH CANE UTILIZATION
General hostitals General hospital services
Private psychiatric Lospitala Nursing home aervioea
Public mental health hospitals Home health care
Pursing bcces Rehabilitation
Other institutional -escurzes Mental health hospitalization
.carmnity-base] 03C.203 Mental health outpatient
Health profsculons services
Other profesezenal resources Alcohol and drug abuse center,

Physician aervices/visita

liMITLREPAPH Dental aervioes/visits
Coats of care Prescription drugs
Out-of-pocket costs Otter
14,41031.0

Icoicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private Insurance Eating habit,

Dietary recall
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SUONZCS: Administration on Aging (AoA), Department of Health and Iluzan

Services (DHBS)

TITLE: Longitudinal Evaluation of Nutrition Servicea for the Elderly

SELECLED ITEMS IN DATA SET

SIZE OF SAMPLE

Ace Funber_in Sarnia Nonresfonse Rate

Total 3,438

Under 65 411

65-74 1,464

75-84 1,551
85+ 12

AVAILABILITY AND LOCATION CF SPECIFIC DATA ITEMS

BSI?

Date of birth
Social Security no.
Veteran status
Geogzaphic data
Largest unit
Srallett unit

Age classes
Sirile yearn
60-64
65+
65-74, 75-84, 15+
Other 60+

Data File Public-Use Tape Published Tables

rational ratioral National

x x

38

, 289



285

SPONSOR: Administration on Aging (AoA), Department of Health and
Human Services (DHHS)

TITLE: Rational mta Base on Aging

CONTRACTOR: National Association of Area Agencies on Aging/
National Association of State Unita on Aging
(NAAAA/NASUA)

Project Directors: Pamela Larson, NAAAA
Robert Ficke, NASDA
Suite 208 (West)
600 Maryland Avenue. SW
Washington, DC 20024

PURPOSE: The National Data Base on Aging is a voluntary annual survey
that oollects information at the national level about the
network of state and area agency on aging i.rograms.

DESIGN: Initial questionnaires were mailed to all 57 state units and
666 area agencies in September 1981. State units are
surveyed annually. Updates for area agencies are nade from
a systematic. 1/3 simple in each subsequent year, with a 65%
response rate in 1984.

CONTENT: The data colleotion included questions on the staffing of
the agencies, the types of funding used, and the

characteriatios of service providers, services provided, and
service recipients.

TEARS OF DATA Annually since 1981.
COLLECTION:

PUBLICATIONS: A Profile of State and Area Agencies on Aging, 1981.

Staffing Patterns and Functions of State and Area Agencies,
1982.

Funding Sources and Expenditure P.Aterna of State and Area
Agencies, 1982.

Services to Older Persons Supported by State and Area
Agencies, 1982.

Program Accomplishments of State Unita on Aging, 1984.

Management Accomplishments of State Unita on Aging, 1984.

AVAILABILITY Data can be accessed by calling the National Data Base on
OF UNPUBLISHED Aging (800-424-9126). Staff will retrieve and format date
DATA: according to individual requests.

1981 data tape (1CPSR 9036) is in the collection of the
National Archive of Computerized Data on Aging maintained by
the Inter-university Consortium for Political and Social
Research, P.O. Box 1248, Ann Arbor, MI 48106.

CONTACT: Pamela Larson, NAAAA Robert 'Joke, NASUA
(202) 484-7520 (202) 4E4-7182

39
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SPONSOR: Administration on Aging (AoA), Department of Health and Human Services (DHHS)

TITLE: Natiooal Data Base on Aging

TYPES OF DATA COLLECTED

Data Public- Data Public -

File Use File Use
Tape Tape

DEMOGRAPHIC DATA HEALTP
Educational level Acute and chronic conditions

x Race Disability days
x Ethnicity Chronic limitations:
x Sex of activity

Marital status of mobility
Migration or mobility Impairments

Usual activity status
VITAL STATISTICS

Natality ALCOHOL. DRUG ABUSE,
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
HOUSING Alcohol use
Type of dwelling Drug abuse

x No. of persona in household
Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND WEALTH Self-perceived health
Labor force participation

x Total income FUNCTIONAL LEVELS
Sources of income Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICED daily living

UFALTH RESOURCES EAIn11LaRE UTILIZATION
Ge eral hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals x Hcme health care /personal care
Nursing homes Rehabilitation
Other institutional resources Mental healt' hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician services/visits
HEALTH EIPFASES Dental services/visits
Costs of care Prescription drugs
Out-of-pocket costs Other
Medicare
Medicaid
State expenditures
Private insurance

40
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OTHER BROAD CATEGORY
FOR SAMPLING UNIT
Agency expenditures
Source of expenditures
Personnel of state and
area agencies
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SPONSOR: Administration on Aging (AoL), Department of Health and Human
Services (DHNS)

TITLE: National Data Bane on Aging

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Age Number in Sample Nonresponse Rate

Total
Under 65 Not applicable
65-74 Data aggregated by state
75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-08e Tape Publiat,' Tables

Date of birth
Social Security no.
Veteran status
Geographic data

Largest unit State State
Smallest unit Area agency Area agency

Age classes
(service recipients)

Single years
60-64

65+

65-74, 75-84, 66+
Other: 60-75 and 75. x

41
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SPONSORS: Administration on Aging (AoA) and toe Social Security
Administration (SSA), Department of Health and Human
Services (DIMS)

TITLE: National Survey of the Aged, 1975

Project Director: Ethel Shanas
Department of Sociology
University of Illinois
at Chicago Circle

Box 4348
Chicago, IL 60680

PURPOSE: To develop national estimates of the economio and social
needs of old people in 1975.

DESIGN:

CONTENT:

A national sample of 2,143 noninstitutionalized Americana
was interviewed. Nonreeponse rate, 21.4$. Study design is
similar to national eurves of 1957 and 1962.

The 1975 universe sampled was the total U.S.
noninstitutionalized population aged 65 and nver. The
sample was a multistage area probability sample. Data were
collected in 400 interviewing locations throughout the
United Status.

The survey attempts to describe the aged population and
indicate the degree o: health, economic status, work status,
:menial support, and use of health services in that group.

TEARS OF DATA 1975; previous studSee were made in 1957 and 1962.
COLLECTION:

PUBLICATIONS: Ethel Shanas with the assistance of Gloria Heinemann.
1982. Rational Survey of the Aged 1475.
DENS Pub. No. (ORDS) 83-20425.

For 1962 survey, see: Shama, E., Townsend, P., Wedderburn,
D., Friis, H., Hilhoj, P., and Stehower, J. 1968. gli
People in Threejodustrial_Sceittles. New York: Atherton
Press; London: Routledge and began Paul.

For 1957 survey, sea: The Health of Older People: A Social
Survey. 1962. Cambridge, HA: Harvard University Press.

AVAILABILITY Data tapes are in the collection of the National Archive
OF UNPUBLISHED of Computerized Data on Agirg maintained by the Inter -
DATA: university Consortium for Political and Social Research,

Ann Arbor, HI: 1975 National Survey of the Aged (ICPSR
7945), 1962 National Survey of the Aged, 1957

National Survey of the Aged (ICPSR 7686).

CONTACT: Patricia Green, Inter-university Consortium for Political
and Social Research

(313) 764-2570

42
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SPONSORS: Administration on Aging (AOA) and the Social Security AcLinittration
(SSA), Department of Health and Human Dervicea (DEFS)

TITLE: _National Surrey of the Aged, 1975

TYPES OF DATA COLLECTED

Data
File

Public -

Use
Tape

x
x
x

DEMOGRAPHIC DATA,
Educational level
Race
Ethnicity

Sex
Marital status
Migration or mobility

VITAL STATISTICS
Nata7Jty
Mortality
Marriage

Divorce

HOUSING
Type of dwelling
No. of persons in household
Relationship of persona in
household

mon AND HEALTH
Lebo: force participation
Total income
Sources of ircone
Net assets

pocin SERVICES

FEALIF RESOURCES
General hospitals
Private psychiatric hospitals
Public rental fealth hospitals
Nursing horee
Other institutional resources
Community -based resouroes
Health professions
Other professional resources

HEALTH EXPENSES
Costs of care
Out-of-pocket costs

x Medicare
x Medicaid

State expenditures
x Private insurance

43

Data
File

Public-
Unc

:'ape

HEALTH
Acute and chronic conditions
Disability days
Chronic limitations:

of ectivi,ty
x of nobility
x lava:Tents

Uses) activity status

ALCOHOL. DRUG AUSE,
AND MENTAL FEALTH
Cognttive impairment scale
gehavJot prcalens
Depression
Alcohol use
Drug abuse

CHANCES IN HEALTH STATUS
Morbidity
Fur.cticnal liPitatime
Self-per:Allied

fucTioNa tents
x Social interaction
r Activities of daily living
x Inntrtmental activities or

daily living

HEALTF CAFE UTILIZATION
x General hospital services

Nurairg hou,e lervicos

Hone health care
Rehabilitation
Mental health hospitalization
Mental health outpatient

services
Alcohol end drug ebuee centein

x Physician services/vieJts
Dental cervices /visits
Prescription drugs
Other

OTHER FROAD CATEGORY
E212 SAPLING UNIT

294
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SPONSORS: Adriniatration on AtOnt, (AoA) and Social Security
AdminittratJon (SSA), Departvevt of Health nod Huran Services
(DHHS)

TITLE: National Survey of the Agod, 1975

;ELECTED /Ten Ih D.TA SET

SIZE OF SAHPLE
1975: Feighted 197v: We1ghted
Eatitate of Eatira'e er

Are Feerondente Vonrenondentt;

Total 5,756 1,904
Under 65
65-74 3,735 626
75-84 1,667 261
85. 352 rt

Nonrepordenta 978

?VAILAEILITI An) LOCATION OF SPECIFIC DATA ITEHS

Roo rate Ent, Pu1.l1c-Uae Tara PLIliabec. Tkller

Date of rth
Social Security no.
Veteran atatur
Geogranh1c data

La" ...t unit

SLellert min
ALe clause:,

Single yea-a
60-64

65.
65-74, 75-84, 85.
Other

295
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SPONSOR: Administration on Aging (Aol), Department of Health and
Human Services (DHHS)

TITLE: nationwide Study of Dosioilitry Care: Dasioiliary Care
Clients and the Facilities in Artdoll They Reside

CONTEACTOR: Hebrew Rehabilitation Center for the Aged

Project Director: Sylvia Sherwood
Director of :octal Gerontological
Reaearoa

Hebrew Rehabilitation Center for
the Aged

Boston, HA 02131

PURPOSE: To examine the relationahip between domiciliary care
programs, policies, facilities, and client oharacteristios.

DESIGN: 680 aged persons were randomly seleoted from a random' sample
of 230 homes of varioun types in five states identified in
purposive sample (Florida, Georgia, Illinois, Mannachunettn,
Michigan) and 208 aged persona were arepled in hopes in
Pennsylvania. Data were gathered on homes and on olients.

CONTENT: Client data inoluden demographic's, residential history,
health, phynleal functions, emotional and intellectual
etatue, costa, and olinical judgmento.

Data on homes inolude size, ownership, geography/
neighborhood, client population characterintics, rules,
nervioen, costa, and provider charaoterintion.

TEARS OF DATA 1980
COLLECTION:

PUBLICATIONS: 2Rnioilisry Care 0I4enta and the Pao lities__In Which Thu
Peofde, Final Report to the Adminiatration on Aging,
Prepared under DHHS/AoA Grant 90-a-1659, by Sylvia
Sherwood, Vincent Herrin, and Claire Gutkin of the Hebrew
Rehabilitation Center for the Aged, Boston, December 1981.

Report on Administrative StE.Uoture of Domiciliary Care
Programs Serving the Elderly in Six Staten, Sherwood,
Morrie, and Gutkin, December 1981.

AVAILAH/L/TT For inforration about availability of data tepee, contact
OF UNPUBLISHED Claire Gutkin.
DATA:

CONTACT. Claire Gutkin

Hebrew FehLbilltetion Center for the Aged
(617) 325-8000

4:
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SPONSOR: Adminiatration on Aging (AoA), Department of Health and Human Services (DHHS)

TITLE: Nationwide Study of Domloillary Care: Doodolliary Care Clients and the
Facilities in Vh/oh They Reside

TTPES OF DATA COLLECTED

Data Public- Data Public-

File Dee File Use
Tape Tape

DEHOMPHIC DATA
x Educational level
x Race

Ethnicity
Sex

x Marital status
Migration or mobility

x

x

UELLIU
Acute and chronic conditions
Disability Days
Chronic limitations:

of activity
of mobility

Impairments
Usual activity status

ELIALETAnan.0
Natality ALCOHOL. Dm ABUSE,
Mortality AND MENTAL HEALTH
Marriage x Cognitive impairment acale

Divorce Behavior problema
Depretaion

UOUSINO Alcohol use

Type of dwelling Drug abuse

No. of persons in household
Relationship of portant, in ChANOES IN HERM, STATUS
household Morbidity

x Functional limitat.ons

won AND WEALTH x Self - perceived health

Labor force participatl,n
Total Snooze FUNCTIONAL LEVELS
Sourcen of innate x Social interaction
Net assets x Activities of daily living

x Inatrusental activities of

SOCIAL SERVICES daily living

DFALTE RESOURCU HEALTH CARE UTILIZATION
General hospitals General hospital cervices
Plivate psychiatric hospitals Yurtirg tone services
Public mental health hospitels Nome health care
Nursing hovers Rehabilitation
Other institutional resources Mental health hospitalfration
Community -based resources Feria) health outpatient

Health rrofeasiost services
Other profession') resources Alcohol and drug atu:e centers

Plysteien

nrAur EXPENSES Centel services/visits

Costa of cola Prsr(1,ition Gags
Out-of-pceLot costs Other
Nedicore
f,dionSd {TIFF mAr CATFOOPY
Stott exleleftutes FOF cArFLTIr

hsvcte lo,orpioe

29*/
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SPONSOR: AdnIniatration on Aging (AoA), Departuent of Realth and Ruyan
Serv.cea (DEES)

TITLE: Nationwide Study of Doaloillary Care: Dcedoillary Care Clients
and the Faoilities in Whiob They Reside

ELECTED pram 7.77 DATA 5E7

SIZE OP SAMPLE

ARO !outer i9 Sepole Nonregpenee Rates

Total -1

Under 65
65-74

75-84
85.

Not available

AVAILABILITY ARE LOCATION OF SPECIFIC DATA ITEMS

Data File Pub110 -pas TIBB'tau Pubilted Tablee

Date of birth
Social Security no.
Veteran atatue
Otoctaphic data
Lumeht unit
Snalleat unit

Age clausal
Single ycera
60 -61

65.
65-74, 7544, 85.
Other

Not available

47
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SPONSOR: Administration on Aging (AO.), Department of Health and
Hunan Services (I

TITLE: Nationwide Study of Domielliary Care: Istimal Survey of
DowloPlary Cars

CONTRACTOR: Hebrew Rehabilitation Center for the Aged

PURPOSE:

Project Director: Sylvia Sherwood
Director of Social Gerontological
Rosearoh

Hebrew Rehabilitation Center
for the Abed

Boston, HA 02131

To study (1) program organization and coats), (2) residents).
characteristics, (3) facility characteriatica, (4)
Supplemental Security moons payment levels, (5)
adainiatrative functions and tasks,
(6) referral /placement methods, (7) services, (0) provider
training, (9) regulation, (10) legislation, and (11)
assessment of barriers to entry of providers and clients.

DESIGN: All 118 'tate -administered docicillary care programs In
United State. were surveyed.

CONTENT: See Purpose.

TEARS OF DATA 1979 -80 (one-time)
COLLECTION:

PUBLICATIONS: summery and Resort of the Nationel Survey of 8%112:
Oviniattrod P7olvilierf Cora Progress in the Fifty States
end the Dilstriot of Columbia. Report to the Adminiatration
on Aging, prepared under DBMS/AWL Grant 90-A -1659, by

Kenneth J. Reiohetein and Linda Bergofaky, Horizon Comae
Institute, under subcontract froa Hebrew Rehabilitation
Center for the Aged, Boston, December 1980.

:Otte Rogulationo Governing Dooloiliery Core Faoilitleo for
:dolts and the Relationehin Between Standards to Promrise
Chersoterietioe Reichatein and Bergofaky, Decoaber 1980.

AVAILABILITT For infornation about availability of data tapes, contatt
OF UNPUBLISHED Claire Gutkin.
DATA:

CONTACT: Claire Cutkin
Hebrew Rehabilitation Center for the Aged
(617) 325-8000

48
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SPONSOR: Administration on Aglag (A0A), Department or Health and Human Services (DHES)

TITLE: Entice:ride Study or Domiciliary Care: Hitiocel Survey or Dcezioiliary Care

TYPES OF DATA COLLECTED

Data Publio- Data Public -
File Use File Use

7:p* Tape
QEMPAPHIC DATA UTALIU

x Educational level x Annle and chronic conditions
x Racer Disability days

Ethnicity Chronic limitations:
x Sex x or activity
x Marital status x or mobility

Migration or mohility Iapaireents
x Usual activity status

VITAL STAILITra
Natality ALCOHOL. DEM ABUSE.
Mortality AND MFATAL 2E4TH

x Marriage z Cognitive taimareent scale
Divorce Behavior problems

Depression
DOCSINq Aloohol use
Type or duelling Druz abuts
No. or persons in household
Relationship of persona in VOLES IN !MAMMA=

household Morbidity
Functional limitations

INCOME AND NIALDI s Self-perceived health
Labor force participation
Total income GESUSE&LIMM
Sources or intone z Social Interaction
Net assets z Activities or daily living

a Instrumental aotivitiea or
MC;AL SERVICES ily living

HEALTH 2221= BEALTS CARE OTILIZATICII
General hospitals General hospital servicea
Private psYohlatric hospitals Nursing home services
Publio mental health hospitals Rome health tare
Nursing hones Rehabilitation
Other institutional resources z Mental health hospitalization
Community-based resources Mental wraith outpatient
Health professions services
Other professional resources Alcohol end drug abuse centers

Physician services /visits
HEALTH EXPENSES Dental eervicea/visita
Costs or care Prescription drug*
Out-of-pocket costs Other
Medicare
Medicaid QINVI RPM CATMORT
State expenditures rov SAMPLING Vila
Private InZurspOO

49
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SPONSOR: Administration on Aging (AoL), Department of Health and Human
Serviose (DIMS)

TITLE: Netiocride Study of Domiciliary Care: National Survey of
Domiciliary Care

;ELECTED ITEMS IN DATA SET

SIZE OF SIMPLE

Age Number in Universe Nonreaponae gate

Total 118 program
Under 65
65-74

75-84
85.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Itoa Data File public -Use Tape Puollahed Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit

Snalleat unit
Age claaaea
Single yeara
60-64

65-74, 75-84, 85.
Other

State program

301
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SPOhSOR: Lc/ministration on Aginn. nioA), Department of Eenith anG
Hunan Services (DENS)

TITLE: State Loos-Term Care Colloodsman Report

Projeot Director: Director, Diviaion of Creratiom
and Financial AnalyaJt

Office of State and Tribal Frograas
4, Administration on Aging

U.S. Department of Health and 'enmem
Services

330 Independence Avenue, SW
Washington, DC 20201

PURPOSE: To comply with Section 307 (a)(12)(C) of the Older Americans
Aot, whioh requires state agencies on aging to collect and
analyze data on complaints and conditions in long-term care
faoilities and report findings to the commissioner on
aging. Also to obtain data on the development of state
ombudsaan programa.

DESIGN: Data on complaints and conditions in long-term care
facilities are compiled by the state ombudsman office and

are based on reports submitted to the state by local or
regional subsist° ombudsman programa. Subatate programs
collect their data from staff and volunteers basal in
long-term care fsoilities or from ombudsman staff who
respond to oomplaints made to the ombudsman offloe. Program
information is oompiled by the state ombudsman, based on
staffing and funding levels reported by local prograaa.

CONTENT: (1) Statistios on individual ocoplainta, including nurber
of complainants and complaints for the year, percentage
investigated or referred by ombudsman, percentage
verified, percentage resolved, percentage against
particular types of faollities or other entities,
sample of types of complaints.

(2) Description of one of more major long-term care issues
identified by the ombudsman program and how the program
has addressed the issue.

(3) Program information, including listing of state and all
local prograaa, funding level and aource of funding for
all programs listed, type of agency or organization
that operates the program, number of full-time and
part-time professional staff and volunteers serving the
program.

YEARS OP DATA States have submitted reports annually sine FP 1981.
COLLECTION: National summary reports were prepared for FT 1081 and FT

1982. Current reporting requirement has been approved by
the Office of Management and Budget through FT 1986. The
requirement is likely to be retained in the Older Americans
Act for the indefinite future.
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SPONSOR: Administration on Aging (AoA), Department of Health and
Human Services (DENS)

TITLE: State Long -Tern Care Ombudsman Report

PUBLICATIONS: National Summary of State Ombudsman Reports for U.S.
FT 1981, Administration on Aging, October 1982.

rational Summary of State Ombudsman Reports for U.S.
FT 1982 - -(AoA IR 84-11) Adeinistration on Aging, December
1183

AVAILABILITY Urpublished data available for United States FY 1983.
OF UNPUBLISHED State reports for United States FT 1983 and 1984 are
DATA: available, but information has been compiled only partially

for 1983 and not yet for 1984.

CONTACT: Director, Division of Operations and Financial Analysfs, AoA
(202) 245-0727

52
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SPONSOR: Administration on Aging (AoA), Department of Health and Human Services (NHS)

TITLE: State Long Term Care Oibuclawan Report

TYPES OF DATA COLLECTED

Data Publio- Data Public -
File Use File Use

Tape Tape
DEMOGRAPHIC DATA HEALTH
Educational level Acute and chronic conditions
Race Disability days
Ethnicity Chronic limitations:
Sex of activity
Marital status of mobility
Migration or mobility Islairments

N Usual activity status
VITAL STATISTICS 0
Natality T ALCOHOL. DRUG AROSE,
Mortality AND MENTAL HEALTH
Marriage A Cognitive impairment scale
Divorce P Behavior problems

P Depression
HOUSING L Alcohol use
Type of 'Welling I Drug abuse
No. of persons in household

Relationship of persons in A CHARGES IN HEALTH STATUS
household B Morbidity

Functional limitations
INCOME AND WEALTH E Self- perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources of income Social interaction
Net assets Activities of daily living

Instrumental activities of
;OCTAL SEP= daily living

HEALT., RESOURCES UEALTO CARE UTILIZATION
Gener%1 hospitals General hospital services
Privy a psychiatric hospitals Nursing home services
Publi mental health hospitals Hone health care
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community -based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Phyeioian services/visits
HEALTH EXPENSES Dental services/visits
Costa of care Prescription drugs
Out-of-pocket costs Other
Vedicare
Redicsid OTHER BROAD CATEGORY
State exienditures FOR SAMPLING UNIT
Private insurance

53
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SPONSOR: Adniniatration on Aging (AoL), Department of Health and Human
Service:: (DgSS)

TITLE: State Long-Tarn Care Onbudanan Report

EELEMMatIMILITIAAff

SIZE OF SAMPLE

Age Nuplm_r_in r ip1e Nonreaponse Rase

Total
Dnder 65
65-74 Not applicable
75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public:46e To0a Publiahed Tablea

Date of birth
Social Security no.
Veteran atatua
Geographic data
Largest unit State/Nat'l State/Nat'l

Succsry for Summary fo
FY 81 )nd 82 FY 81 and 82

Scaliest unit Local/Regional Local /Regional
Age olasaea
Single years
60-64
65+

65-74, 75-84, 85.
Other
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SPONSOR: American Hospital Association

TITLE: annual survey of BoapItala

Project Director: Peter Kralovec, Director
Hospital Data 'enter
American Hospiln Association
840 North Lake Drive
Chicago, IL 60611

PURPOSE: The continuation of a basic census-type survey of all U.S.
hospitals.

DESIGN: Full universe survey or all U.S. hospitals.

CONTENT: Information collected includes hospital classification,
services and facilities, beds and utilization by inpatient
services, totrl facility beds and utilization, financial
data, personnel on payroll, and medical staff organization.

TEARS OF DATA Annually since 1943.
COLLECTION:

PUBLICATIONS: American Hospital Association Guide to the Health Care Field
and Hospital Statistics.

AVAILABILITY Data can be purchased from the American Notional
OF UNPUBLISHED Astioolation,
DATA

CONTACT: 011ie Williams
Department of Data Services
American Hospital Association

(312) 280-6531
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SPONSOR: American Hospital Association

TITLE: Annual Survey of Bospitale

TYPES OF DATA COLLECTED

Data Public -

File Use
Tape

DEMOGRAPHIC DATA
Educational level

Race
Ethnicity
Sex
Marital status
Migration or nobility

VITAL STATISTICS
Natality
Mortality
Marriage
Divorce

HOUSING
Type of dwelling
No. of persona in household
Relationship of persona in

household

INCOME AND WEALTH
Labor force participation
Total income
Sources of income
Net assets

SOCIAL SERVICES

HEALTH RESOURCES
General hospitals
Private psychiatric hospitals
Publio mental health hospitals
Nursing homes
Other institutional resources
Community-based reaouroes

Health professions
Other professional resources

HEALTH_EXPENSES BY INSTITUTION
Costs of care
Out-of-pocket costs
Medicare
Medicaid
State expenditures
Private insurance

307
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Data Public -

File Use
Tape

Min
Acute and chronic conditions
Disability days

Chronic limitations:
of activity
of mobility

Impairment.
Usual activity status

&an.MUM:7r
AND MENTAL HEALTH
Cognitive tmpairment scale
Behavior problems
Depression
Alcohol use
Drug abuse

CHANCES IN HEALTH_STA7VS
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living
Instrumental activities of

daily living

HEALTH CARE UTILIZATION
ILMEE13Th:NI
General hospital services
Nursing home services
Bone health care
Rehabilitation
Mental health hospitalisation
Mental health outpatient

Cervices
Alcohol and drug abuse centers
Physician aervicea/visite
Dental services/visits
Prescription drugs

Other

OTHER BROAD CATEGORY
SAMPLING UNIT
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SPONSOR: Amerioan Boapital Association

TITLE: tumoral Surrey of Hospitals

SELECTED ITEMS IV DATA SET

SIZE OF SAMPLE

ARO limber in Sample Nonreanonse Rate

Total Universe Under 10%
Under 65
65-74
75-84
85.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Publio-Use Tape Publiahed Tables

Date of birth
Social Security no.
Veteran atatua
Geographic data
Largeat unit National National National
Smallest unit City City City

Age °lasses
sing, yearn
60-64
65
65-74, 75-84, 85+
Other

57
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SPONSOR: (merit:an Hospital Association

TITLE: National Hospital Panel Harvey

Project Director: Peter Kralove°, Director
Hospital Data Center
American Hospital Aasooistion
840 North Lake Shore Drive
Chicago, IL 60611

PURPOSE: To collect data that are used in the longitudinal analyses
and monitoring of seasonal variations, of all community

hoapitale throughout the country.

DESIGN: The sample size is approximately 34$ of the universe of
community boepitals registered by the American Hospital

lesoolation. This represents about 2,000 community

hospitals; 70$ teaponae.

CONTENT: Information oolleoted involves beds and baaainsta,
utilization, finances, personnel, and utilization at ages 65

and over.

TEARS OF DATA Monthly since 1963.

COLLECTION:

PUBLICATIONS: The National Hospital Panel Survey Report.

AVAILABILITI Data can be purchased frog the Amerioan Hospital

OF UNPUBLISHED *sea:dation.
DATA:

CONTACT: 01 .0 Williams
Department of Data Services
American Hospital Aaaomiation
(312) 260-6531
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SPONSOR: American Hospital Association

TITLE: National Hospital Panel Survey

ITFES OF DATA COLLECTED

Data Public- Date Pubilo -
File Use File One

Tape Tape
pempoRAPHIc DATE VAL.
Educational level Acute W.,: chronic conditione
Race D...rar.lity days
Ethnicity Chronic limitatione:
Sex of Activity
Marital statue of mobility
Migration or mobility ImptIoentm

U31.1 ....,Ivity ...taut.
VITAL STATISTICS
Natality ALCOHOL. DRUG Amo,
Mortality AND MXITTAL HELL
Marriage Cognitive impairment scale
Divorce Behavior problems

Dopreeaion
MUNI Alcohol use
Type o: duelling Drug abuse
No. of persons in houee:ald
Relationship or person in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND WEALTP Self-perceived health

x Labor force participation
x Total inocce Fut:mown LEVELS

Sources of income Social interaction
Net assets Activitiee of daily living

Instrumental activities of
SOCIAL SERVICES daily living

UEALTH RESOURCES HEALTH CARE UTILIZATION
S Gemmel hospitals (BY INSTITUTION)

Private peychiatric hospitals General hospital services
Public mental health hospitals Nursing home services
Nursing homes Home health care

I x Other institutional reeourcea Rehabilitation
x x Community-batted reaourcee Mental health hoepitalination

Health professions Mental health outpatient
Other professional resources services

Alcohol and drug abuse oonters
HEALTH EXPENSES Phyeicien eervioea/visite
Corte of care Dental aervicee/vialte
Out -of- pocket (mats Prescription drugs
Medicare Other
Medicaid
State expenditures OTHER BROAD CATEGORY
Private insurance FOR SAMPLING UNIT
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SPONSOR: Amerioan NoaDital Aaaoolatics

TITLE: Rational Hospital Panel Surrey

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE
Number in

AR, R000ltal Savoie HOTWOOP4050 Rate

Total 2,000 201 (approx.)

Under 65
65.

75-84
85.

AVAILABILIII AND LOCATION OF SPECIFIC DATA ITEMS

Rea Data F11e Public-One TM* _PUbliewl Tablet.

Date of berth
Sooial Security no.
Veteran atatua
Geographic data
Largeat unit National Astional National

Scaliest unit City City City

Age olansea
Single yearn
60-64

65. a a

65-74, 75-84, 85.
Other

60
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SPONSOR: American Hospital Association

TITLE:

PURPOSE:

Survey of Hedimal Rehabilitation Hospitals and Unita, 1983

Project Director: Peter Kralove°, Director
Hosp!tal Data Center
American Hospital Association
81i0 North Lake Shore Drive
Chicago, IL 60611

To obtain information about the number of programs, types of
services provided, patient referral sources, staffing
patterns, and eouroes or payment for rehabilitation programa
nationwide. To compare data with prior survays to determine
trends in numbers and size of programs and the extent of
services offered

DESIGN: Rehabilitation hospitals, children's rehabilitation
hospitals, rehabilitation unite in general, and other
speciality hospitals. The list of hospitals vas compiled
from the 1982 Annual Survey of Hospitals. Response rate was
64%.

CONTENT: Classification of facility providing rehabilitation care,
beds and utilization information for these facilities,
tuALIUD information, referral sources, service Information,
programs provided on an inpatient and outpatient basis,
financial data, and etaffing information.

TEARS OF DATA 1983, 1981, 1979; principal nous cooparable in all three
COLLECTION: studies, but spooffic information differs.

PUBLICATIONS: Inpatient Medical Rehabilitation: 1979 Survey of Hospitals
and Units. Archives of Phvylool-Hedloal PeBabilltatiom,
Vol. 61, August 1980.
Inpatient Medical Rehabilitation: Results of the 1981
Survey of Hospitals and Units. Archives of PhTalcal-Hedigal
Rehabilitation, Col. 6i, No. 8, August 1983.

AVAILAEILITT Data oan be purchased from the American Hospital
OF UNPUBLISHED Assoolation.
DATA:

CONTACT: 011ie Williams
Department of Data Services
American Hospital Association
(312) 280-6531

61
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SPONSOR: American Hospital Association

TITLE: Survey of Medical **habilitation Hospitals aid Units, 1983

TYPES OF DATA COLLECTED

Data P6" lo- Data Public -

File Use File Use

Tape Tape

DEMOGRAPHIC DATA Min
Educational level Acute and chronic conditions

Race Disability days

Ethnicity Chronic limitations:

Sex of activity

Marital status of nobility

Migration or nobility Inpairnents

Usual activity statue

VITAL STATISTICS
Natality UGINEasPinLatran.
Mortality AND MENTAL HEALTH

Marriage Cognitive inpairnont scale

Divorce Behavior problem.,

Depression

MOVSINQ Alcohol use

Type of dwelling Drug abuse

No. of parsons in household
Relationship of persons in gm= IN HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND VEALTE Self - perceived health

Labor Toros participation
Total Income FUNCTIONAL IMA
Sources of income Social interaction

Net assets Activities of daily living
Inatrumental activities of

SOCIAL SERVICES daily living

=MUM= HEALTH CARE UTILIZATION

General hospitals General hospital services

Private psychiatric hospitals Nursing hose services

Public rental health hospitals Bone health oars

Nursing hon.) Rehabilitation

Other institutional roaources Mental health hospitalization

Cocimunity -based resources Mental health outpatient

Boaltb professions services

Other professional resources Alcohol and drug abuse centers
Physician services/vielts

FEALTP uprxsts Dental aorvioas/visite

Corte of oar. Prescription drug,

Out -of -pooYet costa Other

Medicare
Medicaid 9TVER BROAD CASITART

State expenditures FOR SAMPLING UNIT

Private insurance

62
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m=08: Lae:loan Hospital Assoolatico

TITLE: Horsey or Medical Nehabilltation Hospitals and Units, 1983

OLE= ITEM IL DATA SE'

SIZE OF SAMPLE

rusher or Inatitu-

Lao tionsjp Zonal* lioM"eSPOnat Rate

Total 2,269 365
Under 65
65-7N

75-84
85.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITOS

It.* Pots Fill. Public -Uto Tang Published Tablet

Date or birth
Social .s.ourity no.
Veteran ntatua
Geographic data
Largest unit Nation./ National National
Seal/eat unit City City City

Igo classes
Single years
60-66
65.

65-74. 76-84, 85.
Other

63

A
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SPONSOR: American Hospital Assoolation

TITLE: Survey of Hwlical Staff Organisation, 1982

Project Director: Peter Kralove°, Director
((capital Data Center
American Hospital Association
840 North Lake =In** Drive
Chicago, It 60611

PURPOSE: To obtain information on privileges, administrative
functions, specialty composition, and concentration of
hospital Lae by its medical staff.

DESIGN: A national representative sample of 3,142 community
hospitals. Response rate to study was 67.1%.

CONTENT: Information collected involves physician hospital
privileges, composition and role of medical staff
ocamitteaa, and phyalcian participation in hospital
governance and organization.

TEARS OF )ATA 1982
COLLECTION:

PUBLICATIONS: Contact A. Horrisey, Hospital Reaearch Center, American
Hospital Aaaociation. Telephone: (312) 280-6675.

AVAILABILITY Data tapes can be purchased from the American Hospital
OF UNPUBLISHED Aasociation.
DATA:

CONTACT: 011ie Williams
Department of Data Services
American Hcapital Assoolaticn
(312) 280-6531
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SPONSOR: American Hospital Aasociation

TITLE: Survey of Medina Staff OramnixatIon, 1982

TYPES OF DATA COLLECTED

Data Publio- Data Public -
File Qau File Use

Tape Tape
DEMOGRAPHIC DATA HEALTH
Educational level Aoute and chronic conditions
Raoe Disability days
Ethnioity Chronic limitations:
Sex of nativity
Marital statue of mobility
Migration or mobility Impairments

Usual activity status
mg. STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality AND MENTAL HEALTH.
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
gousin Aloohol use
Type of dwelling Drug abuse
No. of persons in household

Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

Funotional limitations
;SCONE AND WEALTH Self - perceived health
Labor force partioipation
Total income FUNCTIONAL LEVELS
Sources cf income Social interaction
Net :meets Activities of daily living

Instrumental aotivities of
SOCIAL SERVICES daily living

REALM RESOURCES HEALTH CARE UTILIZATION
x General hospitals x x Genera} hospital services

7rivate paychistrio hospitals Nursing home servioes
Publio mental health hospitals Home health care
Nursing hams Rehabilitation
Other institutional resources Mental health hospitalization

x x Coazunity-based resources Mental health outpatient
x x Health professions aervices
x x Other p:ofeasional resources Aloohol and drug abuaa centers

x x Physician aervices/viaita
['BALZA EXPENSES Dental services /visits
Costa of oare Prescription druga
Out-of-pocket costs Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING GRIT
Private insurance

65
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SPONSOR: American Hospital Association

TIT'S: Sunray of Med.taal Staff Organisation, 1982

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Age Number in Sample NonreaPonse Rate

Total
Under 65

75-84
85+

65-74 Not applicable

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

item Data File Public-Use Tope Published Tables

Date or birth
Social Security no.
Veteran status
Geographic data
Largest unit National National National
Smallest unit City City City

Age classes
Single years
60-64
65+
65-74, 75-84, 85+
Other

317
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SPONSORS: Assistant Secretory for Planrirg and Eva)uuticm (ASPE),
Health Care Financing Administration (ECFA), and
Administration on Aging (LoA), Department of Health and
Human Servioes (DENS)

TITLE: National Loog-Tera Care Channeling Demonstration Program
(ELTCDP)

CONTRACTOR: Mathematics Polioy Research, Inc.
P.O. Box 2393

Prioceton, NJ 06540

PURPOSE:

DESIGN:

CONTENT:

Project Director:

Progra, Manager:

George J. Careagno

Hathesatica Policy Re:4.mill', Inc.

(609) 799-2600

Harp Harahan, Director

Division of Disability, Aging, and
Long-Tern Care Policy

Assistant Secretary for Planning
and Evaluation

Hubert H. Humphrey Building, Room 410-G
200 Independenoe Avenue, SE
Washington, DC 20201

1 demonstration program designed to explore systematically
a community-barred approach to long-term care for elderly and
impaired persons 65 and over who were at risk of nursing
home placement. Two barrio =dela are being tested: a basic
case management model and a finanoial control rodel. A
total of ten community projects in 10 different states
implemented the program. Participating states were:
Florida, Kentucky, Haine, Maryland, Masaaohusette, New
Jersey, New York, Ohic, Pennsylvania, and Texas.

Pandomized experimental design. At each of the 10 projeot
sites, eligible subjects were randomly *Deigned to treatment
or oontrol group statue. Total research :sample was 6,326
persona (3,702 treatment and 2,624 oontrols). Sample was
followed at 6 months, '1 months, and (for half the sample)
18 menthe.

Apiaicanta were screened to determine eligibility.
Interviews for eligible ',ample members focused on
socioeconomic status, health status, functional livitations,
informal supports, and use of formal services.

TEARS OF DAT1 1982-85.
COLLECTION:
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SPONSORS: Assistant Secretary for Planning and Evaluation (ASPE),
Health Care Financing Adeinistration (HCFA), and
Adainiatration on Aging (A0A), Departeent of Health and
Human Services (DIMS)

TITLE: latimeal Loos Tars Care Channeling Denomatratiom Program
(ILTCDP)

PUBLICATIONS: Series of 20 technical reports, including a final summary
report due March 1986, whioh will be available through the
Assistant Secretary for Planning and Evaluation or
Hathenatica Policy Reaeardh, Inc.

AVAILABILITY Public use tape expected by spring 1986 will be available
OF UNPUBLISHED through the National Technical Informatfon Service or the
DATA: Inter-university Consortium for Political end Social

Research.

CONTACT: Robert F. Clark
ASPE
(202) 245-6172

68
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SPONSOR: Assistant Secretary for Planning and Evaluation (ASPE), Health Care
Financing Idniniatration (HCFA), and Administration on Aging (AoA), Department of
Health and Humus Services (DHHS)

TITLE: National Lomb Tare Care Channeling Demonstration Program (mLTCDP)

TYPES OF DATA COLLECTED

Data Publio-
File Dan

Tape

x x

x x

x x

x x

X x

X x

X

x I
x x

x x

x x

DEMOGRAPHIC K2
Educational level
Race
Ethnicity
Sex
Marital status
Migration or mobility

MALZZAILUM
Natality
Mortality
Marriage
Divorce

DOUSING
Type of dwelling
No. of persona in household
Relationship of persona in
household

INCOME AND WEALTH
Labor force participation
Total income
Sources of 11)0060

Net assets

SOCIAL SERVICES

HEALTH EZ224M
General hospitals
Private psychiatric hospitals
Publio mental health hoeOttla
Nuraing homes
Other institutional resources
Community -based resource!,

Health professions
Other professional reaour.es

UEALTE EXPENSES
Coeta of care
Out -of- pocket costa

Medicare
Medicaid
State expenditures
Private insurance

69

Data Public -

File 030
Tape

WIZ
x x Acute and chronic conditions
x x Disability days

Chronic limitations:
x x of activity
x x of mobility
w x Impairyents
x x Usual aotivity status

X x

X x

X x

X x

X x

X x

X x

X x

X x

X x

X x

X x

X x

x x

x x

ALCOHOL. DRUG ABUSE:
AND MENTAL HEALTH
Cognitive imp.irment scale
Behavior problems
Depreesion
Alcohol use
Drug abuse

CHANGES IN HEALTH STATUE
Morbidity
Functional limitations
Self-perceived health

FUNCTICRAL LEVELS
Social 1Lteraotion
Activities of daily living
Inatrumebtal activities of
daily living

HEALTH CARE UTILIZATION
General hospital !services
Nursing home service::
Home helth care
Rohabilatation
Mental health hospitalization
Mental health outpatient

service!,

Alcohol and drug abuse centers
Physician service, /visits
Dental aervices/vielts
Proscription drugs
Other

9TBER BR9AD cencorn
FOR SAMPLING uma
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SPONSOR: Aallagent Seor.ttry for Planning and Evaluation (ASPE), Health
Care Financing Adoinatration (HCFA), and Administration on Aging
(AO), Department of Eealth and Etu.an Setviceo (ORES)

TITLE: latIonal Long Term Care Cbammeling Demonetration Program

(KLICDP)

ITENS IN DATE SET

SIZE OF SAPPLE

Aft linyl.r Jr SRI'I Vorrem,onme fate

Total 6,3.26

Under 65

65-74 1,771
75 -84 2,784

ES. 1,771

4 Fonrycponte rate V8ISPN recordint, to perticOer
.nal).16 t.erle (e.g., 6 tont). fotlov-up, 12 booth
follou-ur) %Ate?.

LTAILABILITT AHD LOCATION OF SPECIFIC DATA ITITS

flea Data File 1'ot/50-Cc. Tate 14441,hed Teb),.v

Dal., of built.

Social Security no.
Vetorin Ntrtut

Cecgriphtc dt
Lorge.t Aggregate .f 1C .titol
.4,01.1t noir Aggregct of 10 Nftk$

Age
lets

60-64
65.
65-74, 75-64, 65,
Clifi

70
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SPONSORS: Assistant Secretary for Planning and Evaluation ;ASPS) and
Health Care Financing Administration (HCPA), Department of
Health and Human Services (DHHS)

TITLE: National Survey of Loog-Tern Care/Natioaml Survey of
Caregivers, 1982

PURPOSE:

DESIGN:

CONMIT:

Project Directors: Paul D. Layer, Economist

Division of Long-Term Care Policy
Office of Social Services Policy
ASPE/SSP

U.S. Department of Health and Rum
Services

Washington, DC 20201

Candace Macken, Statistician
Office of Research

Office of Research and Demonstrations
Health Care Financing Administration
6340 Security Boulevard

Baltimore, HD 21207

:0 provide information on the doninstitutionalized

population over 65 needing assistanoe with daily living and
on their caregivers.

National sample of the population over 65, acreened for
long -tern dependency: 34,000 oases acreened, 6,400
dependent found. Nonresponse was 4.75. Linked to
Caregivers Survey. Interviews with about 2,000 unpaid
informal caregivers who provide assistance to the dependent
elderly who were interviewed.

Demographics, functioning, dependence, impairment, diabase,
medical services, informal care, income, aaseta, veterans
status, cognitive functioning, social intern Len, housing,
and household relationships for sample of d,eendent
individuals over 65.

TEARS OP DATA 1982.

COLLBCTIONr

PUBLICATIONS: Profile of Funetionolly *.mpa red Persona Living in the
Community, 1982 by Candoos vsolmn, Uealth Cars Financing
Bogey, Winter 1986.

AVAILABILITY Expated to be available by early 1986.
OP UNPUBLISHED
DATA:

CONTACT: Paul D. Gayer
(202) 245-6613

Candace Hecken
(301) 557-1435

71

63-532 0 - 86 - 11
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SPONSORS: Assistant Secretary for Planning and Evaluation (ASPE) and Health Care Financing
Administration (HCFA), Department of Health and Human Services (NHS)

Xaticoal Survey or Long -Term Care/National Survey of Caregivers, 1982

TYPES OP DATA COLLECTED

TITLE:

Data Publio-
File Use

Tape

x

X X

X X

X X

X X

x

X X

x
X

DEMOGRAPHIC DATA
Education0 level
Rase
Ethnioity
Sex
Marital status
Migration or mobility

VITAL s'77371,74
Natality
Mortality
Marriage
Divorce

DOUSING
Type of dwelling
No. of persons in household
Relationship of persons in

household 4'

ocoms AND HEALTH
Labor force partiolPation
Total inocoe
Sources of income
Net assets

:OCTAL SERVICES

HEALTH RESOURCES
General hospitals
Private psychiatric hospitals
Publio mental health hospitals

Nursing homes
Other institutional resources
Community-based resources

Health professions
Other professional resources

HEALTH EXPENSES
Coate of oars
Out-of-pocket ooete
Medioarb
Hedioald
State expenditures
Private ineuranoe

323

Data Public -

File Use
Tape

HEALTH
x x Aosta and ohronio conditions

Disability days
Chronic limitations:

x x of activity

x x of mobility

x x Impairments
Usual activity status

72

ALCAHOL. DRUG ABUSE,
AND MENTAL REALM
Cognitive impairment scale
Behavior problems
Depression
Alcohol use
Drug abuse

CHANGES IN HEALTH STATUS
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaotion
Aotivities of daily living
Instrumental aotivities of

daily living

DALTH CARE UTILIZATION
General hospital serviette
Nursing home serviette
Home health cars

Rehabilitation
Mental health ho:Italization
Mental health outpatient

eervioee
Alcohol and drug abuse centers

Mysician servibes/vialts
Dental servioea/visita
Prescription drugs
Other

QTRER BROAD CATEGORT
FOR SO/FLING UNIT
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SPONSORS: Assistant Secretary for Planning and /valuation (ASPE) and
Health Care Finanoing Administration (HCFA), Department of
Health and Hunan Servioes (DEW)

TITLE: National Survey of Loos -Term Care/National Survey of
Caregivers, 1982

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Age Number in Sample Nonremoonee Rate

Total 6,400 4.75
Under 65
65-74

75-64
65+

Caregivers, total 2,000

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

;ten Data File Public -Use TOW, I -1,1S5htd Table,

Date of birth x x
Social Security no.
Veteran status x x
Ceographio data
Largest unit Nation Nation
Smallest unit Zip oode Census region

Age classes
blugle years x x

60 64
65+
65-74, 75-64, 65+
Other

73
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SPONSORS: Assistant Seoretary for Planning and Evaluation (ASPS),
Department of Health and Human Services (DENS), and National
Soienoe Foundation (NSF)

AGENCY: Survey Research linter, University of Michigan

TITLE: Panel Study of Imam Dynamics (PSID)

Projeot Directors: James Horgan and Greg Duncan
Eoonomio Behavior Program
Survey Research Center (SRC)
University of Miohigan

Box 1248
Ann Arbor, MI 48106

PURPOSE: To study dynamlos of family economio status for a nationally
representative sample of the U.S. population.

DESIGN: Probability sample of about 3,000 dwellings in 1968 drawn
from SRC sampling frame, ousbined with about 2,000
low-income respondents from the Survey of Ec000nio
Opportunity. Response rate was 76% in 1960, 86$ in 1909,
and 97-985 slob year from 1970-1985. This is a longitudinal
survey, oouduoting interviews annually with heads of
original 1968 families and heads of all newly formed

families Local labor market information from state
unemployment °Mose is linked to the data.

CONTENT: Main topic's inolude family oompoaltion; housing, food and
utility expenditures; employment history of bead and wife;
sources of family income and amounts. Seleoted special
topics are often iDoluded and have focused on: health
status; marriage and fertility history; education history;
savings, wealth, and assets; fringe benefits and retirement
pensions and plane.

TEARS OP DATA The sample has been interviewed annually since 1968 and is

COLLECTION: funded to oontinue through 1986. Funding has been requested

for 1987-91. Data for a given interview year is released
approximately 2 years after the interview.

PUBLICATIONS: A ()caplets bibliography is available from the project

directors. Morgan, James N., et &I; editors: Five Thousand
Arm"' 'vines: Pattern' of Boonomio ProRress. Vol.

I-II. Ann Arbor: University of Miohigan Institute for

Social Research.

Duncan, Greg J., et al; 1983. Years of Poverty. Years of

Plenty. Ana Arbor: University of !Melissa Institute for

Snolal Research.

74
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ZPONSORS: lealetant Secretary for Planning and Evaluation (ASPS),
Departrart of Enaltb and Nunn :amine', (D)als), mil Fatf,4r1
Science Foundation (EST)

TITLE: Panel Study of Iona:* Dynamics (MID)

AVAILAFILIT7 Data are evai/able on tepee (ICPEP 7439) rice tie

OF UDPUBLISEED Inter-unlvereity CorroriSui on Polltfor) Ind Social
DATA: Peaeerob, University of FJobigan. Alan mrilable ore

docturentatIon voloret end r cant guide to tie dr.
Inter-univernay Cortortinn on Pc/Jtiorl and Soofil
Posearoh, P.O. Fox 1246, Ann Arbor, FU 48106.

CONTACT Janet Vivra
Inter - university Consoatiun on Political rnd Swig' F.:enrch

(313) 764-257C

75
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SPONSORS: Assist.nt Secretary for Planning and Evaluation (ASPE), Departeent or Health

end Rosen Service, (DKHS), and Motional Science Foundation (NSF)

TITLE: Panel Study of Income Dymendos (PS D)

TYPES OP DATA COLLECTED

Data Public- Data Public -

File Use File Deo

Tape Tape

PIWOORAPN7C DATA IMALTH

x Educational level Acute sod chronic conditions

x Race Dioability days

x Ethnicity Chronic ISsitationo:

x Sex x(1986) of mativity

x Marital statue x(1986) of nobility

x Vigrailon or nobility Ispaireents
Heusi activity status

VITAL STATISTICS
Natality AWOKE. DRUG AFUSf,

Mortality EMMENTAL BEAUX
Her-rine Cognitive Siepairpent mere

Divorce Behavior probleus
Depression

?USING Alcohol use

Type of dvellisg, Drug abuse

No. of persons in household
Relationship or persons in CLANUFS IV 17117V SPIVS

household Morbidity
Functional

)COI ANA NIALTI Se/f-perceived health

x Labor force participation
Total incore PFCTIONAl Lem.
Sources of ioccee x Social int..notion

x(1984) Not sancta x(1986) Act.vitiee or daily livint,
r(1986) Instrureital activities of

Non SFRYICU daily living

RALIN RESOURCES
General hospitala
Private pnychler -lc hospitole
Public 1.42vtP3 health hospital/

Nureinf, bores

Otter institutional resources
Corzun1 ty -tweed PObOUPCVL,

Health profeetione
Other professional re:co:vas

trAlTh_FTPENSTS.
Costs of care
Out -of- pocket torte

Medicare
Fediesid
State expenditures
Private insurance

76

3 27

USAITV CAFE UTILIZATION
General losrital ear-Once
DareirL lore servieft
lit.. health care

Rehabilltrtioe
Venial health hoeilialirstier
Fentel tenth outpatient

nervlee:
Alcohol and drug tbuet cent...et

Mplifen zmmicon/y165tt
anneal neWcer/vftil-
Pieq.crIptiop Amu
Otto:

QIIEB EPOSV CATFO011

FOP :AFFLytc ktp,1
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SPONSORS: AsaIstant Secretary for Planning and Evaluation (ASPS),
Department of Health and Hunan Services (DUBS), and National
Science Foundation (NSF)

TITLE: Panel Study of Income Dynamites (PSID)

;ELECTED ITEM IN DATA SET

SIZE OF SAMPLE

t,Pe Ember In Sean], Nonecononne Rate

Total 7,030 in 1985 31 annual4
Under 65
65-74

75 -81

95.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEM

Date of birth
SocIrl Security no.
Veteran atatus
GeotrephIc data

Largest unit
Sestleat unit

tee chases
S1n6le yearn
60-64
65.

65-74, 75-84, 85.
Other

_file Pvtalq4___711,11 En4110bcd Tabl"

Coruna. legion

State and county

77
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SPONSORS: Aaalatant Secretary for Planning and Evaluation (ASPE),
Department of Health and Huron Services (DHHS), with Bureau
of the Cenaua

TITLE: Survey of Inotitutionallaol Persona, 1976

PURPOSE:

DESIGN:

Project Director: Evan Davey
Assistant Division Chief

for Special Surveys
Democraphic Surveys Division
Bureau of Census
U.S. Department of Commerce
Washington, DC 20233

To obtain information about the services and resources of
long-term care tacilitlea providing care for persors with
chronic conditions, diseasea and/or handicaps; institutions
for the mentally ill and mentally retarded; nursing hones
and hones for the aged; and residential schools and
treatment centers.

Univerae--long-torn mare portion of the 1973 Master Facility
Inventory: 928 of 26,003 institutions were selected-98.S%
of the eligibia participated.

9,337 residents were selected 'or inc:union.
Of these:

96.9% had adrinistrative records data trans' -'bed;
96.8% completed a staff interview about resident
activities;

60.6% of the residents completed interviews--32.2% were
not contacted by inAltutfom request;

.,177 fecillea were selected for interview (next of kin
to sample person); of these, 79.75 were located and
Interviewed.

CONTENT: (1) Facility; ownership; type of care provided; eine;
stuff corposition.

(2) Administrative records of sample persan; r. on for
adminaJon, type of etre; source of parer,

(3) Staff interview; ceneral coblIity; peraonal care
needed; sids tined; activities socially.

(4) Resident interview; preinatitubional epplcyrent; liwnz
arrentererts prior to entry; visitors; orfr!on of
quality of life in Petitution.

(5) Frail! ,,orv,eu; moidert's dececrefbio tn.c16- _nd;
f(q.:;o1 uc 'nbtitutforellze and
corlder totential for dltottro.;
el-11Pac on sith 1mtitttfoy; feLIII'L flranefpl
retponriLrittet.

78
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SPONSORS: Assistant Secretary for Planning and Evaluation (ASPE),
Department of Health and Human Services (DHHS), with Bureau
of the Census

TITLE: Survey of Institutionalised Forgoes, 1976

YEARS OF DATA 1976 (one time)
COLLECTION: Report issued 1978

PUBLICATIONS: Census Publication P-23, No. 69. 1976 Survei of
Institutionalized Persona: A Study of Persona Receiving
Long-Term Care.

Technical Paper 42. 1976 Survey of Institutionalized
Persons: Methods and Procedures.

AVAILABILI,. Public use data tapes available for sale from the Bureau
OF UNPUBLISHED of the Census.
DATA:

CONTACT:

Data tapes are in the collection of the National Archive of
Computerized Data on Aging maintained by the

Inter-university Consortium for Political and Social
Research, P.O. Box 1248, Ann Arbor, HI 48106. (ICPSR 7866)

Evan Davey

(301) 763-2778

79
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SPONSORS: Assistant Secretary for Planning and Evaluation (ASPE), Department of Health and
Human Services (DHHS), with Bureau of the Cams

TITLE: Survey of Institutionalized Persons, 1976

TYPES OF DATA COLLECTED

Data Publ!c- Data Public-
File Use File Use

Tape Tape
DEMOv7.0=" DATA

x x Educational level
x x Race

Ethnicity
x x Sex
x x Marital status

Migration or mobility

VITAL STATISTICS
Natality
Mortality
'Marriage
Divorce

MUSING
Type of dwelling
No. of persons in household
Relationship of persons in
household

INCOME AND WEALTH
x x Labor force participation
x x Total income

Sources of income
Net assets

SOCIAL SERS7CBq

HEALTH RESOURCES
General hospitals
Private psychiatric hospitals
Public mental health hospitals
Nuraing homes
Other institutional resources
Community -based resources

Health professions
Other profeaaional resources

HEALTH EXPENSES
Coats of care
Out-of-pocket costs
Medicare
Medicaid
State expenditures
Private insurance

331

80

HEALTH

Acute and chronic conditions
Disability days
Chronic limitations:

x x of activity
x of mobility

x x Impairments
x x Usual activity status

x
x
x

x

ALCOHOL. DRUG ABUSE,
AND MENTAL HEALTH
Cognitive impairment scale
Behavior problems
Depression
11cohol us

Drug abuse

CHANCES IN HEALTH STATUS
Morbidity

Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living
Instrumental activities of
daily living

EE'LTH CARE UTILIZATIQB
General hospital services
Nursing home services
Home health care
Rehabilitation
Mental health hospitalization
Mental health outpatient
services

Alcohol and drug abuse centers
Physician services/visits
Dental services /visits
Prescription drugs
Other

OTHER BROAD CATWORY
FOR SAMPLING UNIT
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SPONSORS: Asaistant Secretary for Planning and Evaluation (ASPS),
Department of Health and Human Services (DHHS), with Bureau of
the Cenaua

TITLE: Survey of Institutionalised Persons, 1976

SELECTED ITEMS IN DATA an

SIZE OF SAHPLE

Age Number in Sample NonresPonse Rate

Total 9,036 (100%) 3.2%

Under 65 Approx. 31.3% (2,831)

65-79 Approx. 25.2% (2,278)

80+ Approx. 41.1% (3,714)
Not reported Apure:. 2.4% (214)

AVAILABILITT AND LaTION OF SPECIFIC DATA ITEMS

lten Data File Public-Use Tape Published Tablet,

Date of birth
Social Security no.
Veteran atatua
Geographio data

Largest unit U.S.

Semileat unit U.S.

Age olaaaea
Single years
60-64
65.

65-71,75-81,85+
Other 50-64, .79,

Receipt of veterans' benefits is identified

81

80+

332
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SPONSOR: Bureau of Census

TITLE: County and City Data Hook (CCDB)

Project Director: Glenn W. Kin3
Chief, Statistical Compendia Stall
Data User Services D1'1'131011

Bureau of the Cenatus

U.S. Department of Commerce
Washington, DC 20233

PURPOSE: To provide statistical information for states, counties, and
cities on rubjeote ouch as population, vital statistics,
housing, and income.

DESIGN: Data are for geographic unite in the Unitrd States, compiled
from a number of souroea.

CONTENT: Continuous collection of county- and city-level data.
Information is processed as various data series are
produced. Therefore some data are annual, some periodic,
and some once in a docade.

TEARS OF DATA Publication produced roughly every 5 years, though data
COLLECTION: are collected and procelwed continuously. CCDB 1983 13 the

cost current edition; next edition i3 projected for 1987.

PUBLICATIONS: County and City Data Book 1983. Previous editions: 1944,
1949, 1952, 1956, 1962, 1967, 1972, 1977.

AVAILABILITY Public use files:
OF UNPUBLISHED County and City Data Book 1983 (cost recent)
DATA: CO -SEAT 1 (County Statistic° 1)

County and City Data Book floppy disYa

CONTACT: David Shaw
Customer Services
Data lbser Services Division
Bureau of the Census
(301) 783-1034

82
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SPONSOR: Bureau of the Census

TITLE: County and City Data Book (CCIM3)

TYPES OF DATA COLLECTED

Data Public- Data Public -

File Use Aggregate Dats File Use AureLste Data
Tape Tape

DEMOGRAPHIC DATA prAt7v
x Educatlynal level Acute bid chronic conditions

x Race Diaabllicy days

x Ethnicity Chronic limitations:
x Sex of activity
x Marital status of mobility
x Migration or mobility Impairments

Usual activity status

grit. STATISTICS
x Natality ALCOHOL. DRUG ABUSE,
x Mortality HILLMEIALJEFKU
x Marriage Cognitive impairment scale
x Divorce Behatior problems

Deprecator

UQUSING Alcohol use
x Type of dwelling Drug abuse
x No. of persons in household
x Relationship of persons in catEGES_IN MALIN MATO

household Morbidity
Functional limitations

COME AND WEAL% Self-perceived healtn

x Labor force participation
x Total income FUNCTIONAL LEVELS

Sources of income Social interaction
Net assets Activities of daily living

Instrumental activities of

SOCIAL SERVICES daily living

bTALIN RESOURCES HEALTH CARE UTILI7A77011
x General hospitals General hospital services

Private psychiatric hospitals Nursing home services
Publlo mental health spitlla Home health care

x Nursing homes Rehabilitation

Other institutional resountes Mental health hospitalization
Community -based recourcos Mental health outpctient

x Health professions services

Other professional resnurces Alcohol and dt.g abuse centers
Physician services /visits

HEALTH EXPENSES Dental services /visits

Costs of care Prescription drugs
Out-of-pocket costa Other

x Medicare
x Medicaid OTHER BROAD CATEGORY

State expenditures FOR SeMPLING UNIT
Private i.aurance

83
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SPOFSOF: Forego of the Connu:

TITLE: County and City Data Book (CCM)

;FIrrar 71Tgr r.ATA Srr

S17E OF SA1M r

Ans. futtor Jr+ Ssrrle ronroc;ornr fete

Totcl
Under (5

68-74 not oppilootlf
V-rO
C5+

RVAMATT1-TT ICCATTCP Cr sprcTrIc rm TTr:r

*0, r!)e 'alfc-rne Ttr,e rut14-:-ce

fAtc of bIrth
foo'rl rcoLoit no.

Teterrr rtztto
CooLthelde Cott

Largect unit r.r.
Sco))ut on!t feLnty, city fount', eft}

Age elocees
f!ngle yerrr
AO-64 Co-Stot 1 ro-frct 1

65+

f5-74, 75-64, 65+
Other

84
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SPONSORS: Bureau of the Census and Bureau of Labor Statistios (BLS)

TITLE: Current Population Survey (CPS)

PURPOSE:

DESIGN:

CONTENT:

Project Director: Kenneth Riccini
Chief, CPS Branch
Demographic Surveys Division
Bureau of the Census
U.S. Department of Commerce
Washington, DC 20233

To provide current data on employment and unemployment;
supplements added later since this was muoh cheaper and
faster than designing separate surveys for each topic.

Universe is the civilian noninstitutional population; sample
is a multistage clustered sample comprising about 730
primary sampling units (PS0s) encompassing roughly 1,900
geographic areas. Sample oonsists of about 72,000 addresses
a month, of which about 59,000 are interviewed. Nonreaponse
rate for eligible households is about 4.5 %. Sample is
rotated so that 75% of the addresses are common in
consecutive months and 50% are the same in any 2 months 1
year a)art.

Monthly data on demographic characteristics and labor force
status (hours worked, occupation and industry, whether
looked for work, duration of unemployment, whether on
layoff, etc.). Supplemental data collected at varying
intervals on topics such as annual incose, work experience,
migration, fertility, immunization status, school
enrollment, alimony and child support, pension plans, etc.

TEARS OF DATA Monthly since 1942; labor force data released by the Bureu
COLLECTION: of Labor Statistic's the first Friday of the followin

month. Supplement data generally released in report. and
public use olorodata file from 6-9 months after collection.

PUBLICATIONS: Labor Force Data: pplovsent end Earnings. Monthly Labor
Review, Bureau of Labor Statistics.

Supplement Data: by sponsors; income data in Census
Bureau's P-60 series, other census data in P-20 reports.

AVAILABILITT Public use miorodata tapes available beginning 1968.
OF UNPUBLISHED Special tabulations can be generated at cost given
DATA: availability of staff.

Data tapes are also in the colleotion of the Nations.
Archive of Computerized Data on Aging maintained by the
Inter - university Consortium for Political and Social
Research, P.O. Box 1248, Ann Arbcr, MI 48106.

CONTACT: Kenneth Riccini
(301) 763-2773

85
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SPONSOR: Bureau of the Cenaua and Bureau of Labor Statiatica (BLS)

TITLE: Current Population Survey (CPS)

TYPES OF DATA COLLECTED

Data Public- Data Public:-

File Dee File Dee

Tape Tape

DEMOGRAPHIC DATA HEALTH

x x Educational level a Acute and chronic oonditione

x x Race Disability days

x x Ethnicity Chronic limitations:

x x Sex of activity

x x Marital statue of mobility
e Migration or mobility Impairments

x Usual ae'lvity atatne

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,

Mortality AND MENTAL REALM
Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

HOUSING Alcohol use

X x Type of dwelling Drug abate

X x No. of peranna in household

x x Relationablp of persona in CRANGB.2_11 HEALTH STATUS

household Morbidity
Functional limitations

IpcomE AND WPM Self-perceived health

x x Labor force participation
Total income FUNCTIONAL IEVMS
Sources of 1300120 Social interaction

Net assets Activitiea of daily living
Instrumental activitfea of

Clia.--LIPIngl daily living

REALTN RESOURCES pEaLTH CARE UTILIZATION

General hoapitala General hoapital aervicea

Private payehistric boapitala Nuraing home aervicee

Public mental health hoapitala Nome health care

Nursing homea hePabilitation

Other inatitutional resourcea Mental health hoepitalftation

Community -based reaourcer Mental health outpatient

Pcalth erofeariona servicee

Other profeacional rescurceo Alcohol and drug abuae centera
Ph :aician servicea/visite

BEALTH FIPENSEJ Dental eervicee/vialte

Coate of 08r0 Prescription drug:::

Out-of-pocket coata Other

Medicare
Medicaid :NKR BROAD CATEGORY

State expenditures FOR SAMPLING UNIT

Private ireuranco e a Smoking

a Ava.lible as supplemental data onl;
for certain montha.

85
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SPONSOR: Bureau of the Cenaua and Bureau of Labor Statistics (BLS)

TITLE: Current Populatloo survey (CPS)

;ELECTED ITEM It' DATA SET

SIZE OF SAKPLE

NucbecaB SaPP)e

Total 120,000
Under 60 95,100
60-69 13,000
70-79 8,500
80-89 3,000
90+ 400

Nonrc:1,enne .'ate

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITFILD

1.191 Data F Jb,D)Je-(!cc Tape Pub/i.hed Tap'es

Dap of birth
Social Security no.
Veteran statue
CeoLlophic data
LarLebt unit 1'.S. U.S. U.:.
Snell eat urn gowointicu Pop. . 290C L.10, SNZA,

dirLF tot
Abe (13snaov

Single. year.

60-64 Sot*
65* Solo

75-6b, 85.
other

Q 3 8,)
1
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SPONSOR: Bureau of the C6MAID

TITLE: Deoennial Census of Population and Housing

PURPOSE:

DESIGN:

CONTENT:

Project Director: John G. Yonne, Director
Bureau of the Census
U.S. Department of Comneroe
Washington, DC 20233

The Constitution mandates that a census be taken every 10
years to provide a basis for reapportioning caste in the

House of Representatives.

In the 1980 census, each household in the oountry received
one of two versions of the census questionnaire: a short

form containing s limited number of basic population and
housirg questions or a long fora containing these questions
as well as a number of additional quaations. Two sampling
rates were used for the long form. For most of the country,
cee in every six households (about 17 percent) received the
long form or sample questionnaire; in counties, incorporated
places and funotioning minor civil divisions estimated to
have fewer :Lan 2.500 inhabitants, every other household (50
percent) received the staple questionnaire to enhance the
reliability of sample data in small areas.

The information colleoted desoriben the basic demographlo
and housing oharacteristics of the population. Thera are
some comparability problean between osmoses because of
changes in definitions and procedures. A seotion on
comparability is inoluded in most reports.

YEARS OF DATA Every 10 years 1790; the twoltieth cannon was

COLLECTAN: conducted sr or April 1, 1980.

PUBLICATIONS: The Bureau of the Cenpue Catelu, 1985, provides a listing
of all 1980 census products available through early 1985.
Listinga of subsequent releases can be found in the p--kha
Product Announcealnt. Product* from earlier oeneuses can Ne

found in Bureau of the Census Catalog of Publlootiono:
1790-1972. Information published between 1972 surf 1979 can
be found in the individual annual catalogs.

AVAILABILITY Data are available frog summary tape files and mlorofiche.
OF UNPUBLISHED Other special files include public-use microdata samples.
DATA: Information is available on tape primarily from the 1980 and

1970 oensoaes. Public use sample tapes are available for
1940, 1(.50, and 1960. The Census Bureau -ill produce

88
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SPONSOR: Bureau of the Census

TITLE: Deseanial Census of Population and Housing

CONTACT:

apeoial tabulation* primarily of 1980 and 1970 data frog
basic reoord tapes on a reimbursable basis. Requests for
special tabulations of population items should be aent to
Paula Schneider, Program Director, Population Division,
Bureau of the Cenaua, Washington, DC 20233. Housing
requests should be sent to Arthur P. Young, Chief, Housing
Division.

Data tapes are also in the collection of the National
Archive of Conputerized Data on Aging maintained by the
Inter-university Coneortiun for Political and Social
Research, Box 1248, Ann Arbor, HI 48106.

Custoner Services
Dcta Deer Servioes Division
Bureau of the 00110110

(301) 703-4100

89

3 4
,



336

SPONSOR: Bureau of the Census

TITLE: Deoannial Goma of Population and linuaine

TYPES OF DATA COLLECTED

Data Publio- Data Publio-

file Use Pilo Use

Tape Tape

pEmoopkenc DATA IBFALTH

x x Educational level Aoute and ohronic conditions

x a Raoe Disability days

x x Ethnioity Chronic limitations:

x x Sex of aotivity

x x Marital status of mobility

7 x Migration or nobility Impairments
Usual aotivity status

VITAL STATISTICS
Natality liga41..PEPSUME.
Mortality AND MENTAL REALM

x a Marriage Cognitive impairment stale

x x Divorce Behavior problems
Depression

Mani% Aloobol use

x x Type of dwelling Drug abuse

x x No. of persons in household

x x Relationship of persons in CHANCES IN BEALlaj STATUS

household Morbidity
Functional limitations

INCOME...AND HEALTH Self-peroeived health

x x Labor force partioipation
x x Total inoone FUNCTIONAL vons

. x Sources of moons Social intersotion

Net assets Aotivitiee of daily living
Instrumental activities of

SOCIAL SERVICES daily living

HEALTH. RESOURCES UZALTO_CARE DTILNATION

General hospitals General hospital services

x x Private psyohistric hospitals Nursing home boraces

x x Publio mental health hospitals Bone health care

x x Nursing hones Rehabilitatioo

x x Other institutional resources Mental health hospitalization

community-bleed resources Mental health outpatient

x x health professions services

x x Other professional resources Alcohol and drug abuse centers

Physician ear/ices/visits

HEALTH EXPENSES Dental services/visits

Costs of oar* Prescription drugs

Out-of-pocket costs Other

Mediocre

Medicaid OTHER BROAD CATECONI

State expenditures FOR SAMPLING Will

Private insurance

90
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SPONSOR: Furesu of the Census

TITLE: Denacadal Census of Population and Enuring

gLFOITZ IF DATA SF?

SIZE OF SAMPLE

Axe Dane!' In auls____Fonrtesomse Fetn

Total 100$ iten
Under 65 100$ Item
65-7' 1C0$ Stet
75-84 100$ .ter
65+ 100$ Stec
65. 100$ Sten

2.9$ (allocated)

4.01 (allocs.ed)

AVAILABILITY AND LOCATIW OF SPECIFIC DATA ITEMS

'tot Ott& File Pu011o-Gee Tent Published Tables

Date of birth
Social Security no.
Veteran statue
Geographic data
Largest unit U.S. U.S. U.S.
Smallest unit Blocks Macke Cannon tracts

Age classes
Single yearn
60-0
65.

65-74, 75-64. 85.
Other

Counts are available for the age claeees given; however, not all
oharacteristioe are °roes-tabulated by these age olseeee.
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SPONSOR:

TITLE:

338

Bureau of the Census

State and Metropolitan Area Data Houk

Project Director: Glenn W. Eing
Chief, Statistical Compendia Staff
Data User Services Division
Bureau of the Census
U.S. Department of Commerce
Washington, DC 20233

PURPOSE: To provide statistical information for atates, SVSA8,
central cities, and metropolitan counties on births, deaths,

health csre workers, hospitals, etc.

DESIGN: Data are for geographic units in the United States, compiled

from a number of sources.

CONTENT: Annual collection of county- and city-level data. v.riodic

collection of state -level data. Data vary between annual

and decennial.

YEARS OF DATA Roughly every 3 years; next edition projected for early

COLLECTION: 1986.

PUBLICATIONS: State and Metropolitan Area Data Book, 1979 and 1982

editions; t985 edition forthcoming.

AVAILABILITY Tape files are available for 1979, 1982.

OF UNPUBLISHED A file called CO-STAT 1 is also available for 1983. It

DATA contains count tta from the State and Metropolitan Area

Data Book and j County and City Data Book. 00-STAT 2 with

updated data series will be available in early 1986.

CONTACT: David Shaw
Customer Services
Data User Services Division
Bureau of the Census

(30t) 763-1054
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SPONSOR: Bureau of the Census

TITLE: State and Metropolitan Area Data Book

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use Aggregate data File Use Aggregate Data

Tape Tape
DEMOGRAPHIC DATA HEALTH

x Educational level Acute and chronic conditions
x Race Disability days
x Ethnicity Chronic limitations:
x Sex of activity
x Marital status of mobility
x Migration or mobility Impairments'

Usual activity status
VITAL STATISTICS

x Natality ALCOHOL. DRUG ABUSE,
x Mortality AND MENTAL REAM
x Marriage Cognitive impairment scale
r Divorce Behavior problems

Depression
HOUSING Alcohol use

x Type of dwelling Drug abuse
x No. of person.. in household
x Relationship of persona in CHANGES IN HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND WEALTH Self-perceived health
x Labor force participation
x Total income FUNCTIONAL LEVELS

Sources of income Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICES daily living

H4ThEli22NSSA HEALTH CARE UTILIZATION
x General hospitals x General hospital services
x Private psychiatric hospitals x Nursing home services
1 Public mental health hospitals Home health care
x Nursing hom,a Rehabilitation
x Other institutional resources x Manta health hoapitalizatton

Compuniti-based resources Mental health outpatient
x Health professions services

Other professional resources Alcohol and drug abuse centers
Physician services /visits

HEALTH EXPENSES Dental services /visits
x Costs of care Prescription drugs
x Out-of-pocket coats Other
x Medicare
x Medicaid OTHER BROAD CATEGORY
x rtate expenditures FOR SAMPLING UNIT
x Private insurance
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SPONSOR: Bureau of the Censua

TITLE: State and Metropolitan area Data Book

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

ARO Number in Sample NonreatseKatanse

Total
Under 65
65-74 Not applicable

75-84
854.

AVAILABILITY AND LOCATION OF SPECIFIC MA ITEMS

Item Data Pile Public -Use Tape Published Tables

Date of birth
Social Security no.
Veteran status
GeoLraphic data
Larger:: unit U.S. U.S.
Smallest unit County, city County, city

Age Classes
Single years
60-64

65+
65-74, 75-84, 85.
Other
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SPONSOR: Bureau of the Cenaus

TITLE: SUrViY of Income and Program Partioimation (SUP)

Project Director: Roger A. Herriot
Chief, Population Division
Bureau of the Census
U.S. Department of Commerce
Washington, DC 20233

PURPOSE: The objectives of SIPP include the callection of date on
cash and nonoash income for the purpose of studying the
efficiency of transfer and service programs, the estimation
of future program coats and coverage, and the assessment of
the effects of proposed policy changes. SIPP will also
satisfy the need for improved data on the economic situation
of persons and families in the United States to produce
improved estimates of the distribution of income, poverty,
and wealth.

DESIGN: SIPP started in October 1983 as an ongoing nationally
representative survey of the Bureau of the Census with one
sample panel of approximately 21,000 households in 174
primary sample anita selectel: to represent the
noninatitutional population of the United States. The
sample design is self-weighting.

Each household is interviewed once every 4 months for 2 2/3
years s produce sufficient data for longitudinal analyses
while providing a relatively short recall period for
reporting monthly income and labor force activity. The
reference period for the principal survey items is the four
months' preceding the interview.

Each February a new panel goes into the field with a wimple
size of about 15,000 households. Bambara of each panel go
through eight interviews or waves. In order to spread the
workload for the field staff, members of each panel are
divided into four groups of equal size called rotation
groups. Each month in turn one rotation group receives its
interview. Thus the four month relevance period is
different for each rotation group.

At this time, cross-sectional unit noninterview rates are
available for the first two waves of SIPP. Unit
noninterview rates provide a measure of the success/failure
of the SIPP field work. While refusals are the largest part
of the type A rate, it also includes "no one home" and
"'temporarily absent* households. In Wave 1 (all rotation
groups), the mean type A rate was 4.8%; in Wave 2, 3.7%, in
Wave 3, 5.6%. The cumulative Type A rate after 3 interviews
is approximately 12%.
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SPONSOR: Bureau of the Census

TITLE: &arm of Income and Program Partielpation (SIPP)

CONTENT:

A study has been implemented to validate electronically
reported social security numbers (SSN), to manually search
for SSEs not reported correctly, and to use the panel aspect

of the SIPP to correct and verify a respondent's SSN.
Having established the link for matching activities, work is
now proceeding on identifying content and availability of
administrative record systems for use in:
(a) data augmentation for research and estimates and (b)

survey data evaluation.

Another aspect of this work is the development of a
demonstration and feasibility study to evaluate SIPP data

from Naves 1 and 2 using several federal administrative
record systems such as the Master Beneficiary Record (S31),
and the Supplemental Security Record (SSA).

%be content of SIPP was developed around a 'core* of labor
force and income questions designed to measure the economic

situation of persons ages 15 and over in the United States.
These questions erpand the data currently available on the
distribution of cash and noncash income and are repeated at

2191 interviewing wave.

Specific questions are asked about the types of income
received, including transfer payments and noncash benefits
from various programs, disability, assets and liabilities,
pension coverage, taxes, and many other items, for each
month of the reference period, as well as labor force

status, which is collected on a weekly basis. A few

questions on private health insurance coverage are also

Included in the core.

The SIPP has been designed to provide a broader context for
analysis by adding questions on a variety of topics not

covered in the core section. These questions are labeled

',fixed topical modules and are assigned to particular

interviewing waves of the survey. For example, qurstions

are asked about health and disability in the third interview

of the 1984 panel, and questions are asked about the value
of assets and liabilities in the fourth interview of the

1884 panel. If more than one observation is needed,
questions on one wave may be repeated on a later wave.

In response to progrim planning and policy analysis data
requiranents, the final component of the SIPP content
consiGts of modules of questions designed in consultation

with other federal agencies. These variable topical modules

are designed to be flexible and to meet immediate policy

analysis needs. For example, Nave 4 includes data on

pension plan coverage and retirement plans and expectation:a.
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SPONSOR: Bureau of the Census

TITLE: Survey of maws and Program Participation (&PP)

TEARS OF DATA The initial interviews for the 1984 panel began in October
COLLECTION: 1983. Seven of nine proposed waves of the 1984 panel have

been ocepleted. In February 1985 a new panel began and
three waves of interviewing have been completed. A new
panel will be implemented each February. The _irat five
quarterly reports --third quarter 1983, .burth quarter 1983,
first quarter 1984, second quarter 1984, and third quarter
1985 - -have been released.

PUBLICATIONS: SIPP Working Paper Series, Has. 84014407 and 8501-850,
Bureau of the Census..

Survey of Income and Program Participation and Related
Longitudinal Surveys: 1984 (selected papers given at the
1984 annual meeting of the American Statistical Association
in Philadelphia, August 13-16, 1984), Bureau of the Census,
Washington, DC, 1984.

Survey of Income and Program Participation: 1985 (selected
papers given at the 1985 annual seating of the Americas
Statistical Association in Ls, Vegas, Nevada, August 5-8,
1985) Bureau of the Census, Washington, DC, 1985.

Economic Characteristics of Households in the United
States, Current PoDuletion Reports. Series P-70. Bureau of
the Census, U.S. Department of Commerce (quarterly reports,
five of which have been released).

AVAILABILITT The SIPP file is a questionnaire image file. Both the
OF UNPUBLISHED internal file and the public-use data tape mirror each
DATA other except for some geographic and income recodea. The

files are available in two formats: one that contains
nested record types for households, persona, l.bor force
activity, and asset income, which may be linked together,
and one that contain., all the information collected direct
linked to each person record.

Survey of Income and Program Participation (SIPP) micro data
files for Waves 1-4 of the 1984 panel have been released.

CONTACT:

Data tapes are part of the collection of the
Inter-university Consortium for Political and Social
Research, Box 1248, Ann Arbor, HI 48106. They are also in
the oolleotion at the Survey Data Center (funded by the
National Science Foundation) at the University of WiSOOdairl.

Customer Services
Data User Services D1V1S1CD
Bureau of the Census

(301) 763-4100
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SPONSOR: Bureau of the Census

TITLE: SUrvay of 'moose and Program Participation (SIPP)

TYPES OF DATA COLLECTED

Data Public- Data Public -

File Use File Um)

Tape Tape

DFAOGRAPATC DATA firAIli

x Educational level Acute and chronic conditions

x Race Disability days

x Fth. Chronic limitations:

x Sex of activity

A Marital atatme of nobility

x Migration or nobility Impairs:rata

Usual actloav status

VITAL STATISTICS
Natality ALCOHOL `DRUG ABUSE,

Mortality AND MENTAL HEALTH

Marriage Cognitive impairoent scale

Divorce Behavior problems
Depression

DOUSING Alcohol use

Type of dwelling Drug abuse

No. of persons in household
Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity
Functional lialtations

TNCOM AND HEALTH Self-perceived health

x Labor force participation

x Total incase FUNCTIONAL LEVELS

x Sourc's of Income Social interaction

x Net assets Activities of daily living
Instrumental activities of

SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION

General hospitals x General hospital services

Private psychiatric hospitals (rose)

Public mental health hospitals Nursing hope service/

Nursing hooey Hone health care

Other institutional resources Rehabilitation

Coll:unity-based resources Mental health hospitalization

Health professions Mental health outpatient

Other professional resources cervices
Alcohol and dru.:abuse centers

HEALTH EXPENSES Phyalcian services /visits

Costa of care Dental services /visits

Out-of-pocket costa Prescription drugs

Medicare Other

Medicaid
State expenditures QTVEL BROAD CATEGORY

Private insurance FOR SAMPLING UNIT

x x Health Care in home by
nonprofit organization

198A Topical Module
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:POMO: Ellft*t. c^ ttc Cenbax.

:IILE: Surrey of I, -nee and Program Fartiolpatica (SIPP)

17ELFC..D ITEM IF NT! 't,r.r

SIZE OF SAFTLF

Fur her in Sm r,7&

(Fcr nib(
frne)

TO1A; 53,721
Roder 65 47,539
65-74 Leto
75-84 1.856
85. 446

AVAILAEILITY AlD LOCATION OF SPECIFIC DATI ITFIS

TOP File FLhlithed TatIo'

Date of birth
Sc4Jal Security no.
Velolar Ntctufs

CooEraptio data
Lalte:.t unit Q.S. V.S.
So-anent unit County 250,000.

Ate 01AftbNi

Single yeart. x x to 8x4
60-64
65.

65-74, 75-84, 85.
Other

99
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SPONSOR: Bureau of Labor Statistics (BLS)

TITLE: Consumer Expenditure Surrey

Project Director: Eva E. Jacobs
Chief, Division of Consumer

Expenditure Surveys
Bureau of Labor Statistics
U.S. Department of Labor
)00 11 Street, NW

Washington, DC 20212

PURPOSE: To provide a continuous now of data on consumer expenditure
and socioeconomic characteristics.

DESIGN:

CONTENT:

The Consumer Expenditure Survey is a national probability
sample of households designed to be representative of the
population of the United State*. Primary sampling unita
(PSUs) were aeleoted that consisted of countiea or parts of
counties, groups of counties, or independent cities. The

set of sample PSUs used for the survey is composed of 101
areas of which 85 are urban. Survey is in two parts. In
the Diary Survey, 5,000 respondents per year keep a two -week

diary. In the Interview Surrey, 5,000 respondents a-e,
interviewed every three months 5 times. Sktple is

rotating. Responae ratea are about 85.905.

All expenditures and tany characteristics are collected.
Insect and assets are collected in the record and fifth
interviews.

TEARS OF DATA Ongoing since 1980. rxpeoted release sates:

COLLECTION: 1984 - Surveys - 1:arch 1986
1985 - Surveys - Harch 1987

PUBLICATIONS: BLS Bulletin 2173; 198C-1961 risry Survey.
BLS Bulletin 2225; 1980-1981 Irate -piew Survey.
BLS Bulletin 2246; 1982-1983 Interview Survey.

AVAILABILITY Public-use data tapes are available fro the Bureau of

OF UNPUPYTSWED Labor Statistics.
DATA:

CONTACT: Eva E. Jacobs
(202) 272 -5156
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SPONSOR: Bureau of Labor Statistics (BLS)

TITLE: Consumer Expeediture Survey

TYPES OF DATA COLLECTED

Data ?relic- Data Public -

Pile Tse File Use

Tape Tape

)F19 GRAPHIC DATg HEALTH
x x Educational level Acute and chronic conditions

x x Rae; Disability days
x x Ethnicity Chronic limitations:

x x Sex of activity

x x Marital status of mobility
. Igration or nobility Impairments

Usual activity status

YITAL STATIST CS
Natality ALCOHOL. DRUG ABUSE,

Mortality 102Nilageirign
Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

HOUSING Alcohol use

x x Type of dwelling Drug abuse

x x Ho. of perso:s in household
x x Relationship of persona in CHANGES IN HEALTH STATUS

household Morbidity
Functional limitations

judos AHD REALM Self-perceived health

Labor force participation
x total income FUNCTIONAL LEVELS

x x Source/. of income Social interaotion
x x Nay assets Activities of daily living

Instrumental activities of
MIALIHRTICF-1 daily living

HEALTLMORCES EBALTH CARE UTILIZATION
Genera'. hospitals General hospital services
Private paythiatric hospitals Nursing home services

Pubic mental health hospitals Home health oare
nursing hones Rehabilitation
Other institutional resources Mental healt% hospitalization
Cocounity -based resources Antal health outpatient
Health professions services

Other professional resources Alcohol and drug abuse centers
Physioian services /visits

HEALTH EXPENSES Dental services /visits

Costs of care Prescription drugs
x x Out-of-pocket costs Other
x x Medicare
x x Medicaid 0THER BROAD CATEGORY

State expenditures FOR SAMPLING UNIT
x z Plivate insurance
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SPONSOR: Bureau of Labor Statistios (BLS)

TITLE: Consumer Expenditure Survey

;ELECTED I7141$ IN DATA SET

SIZE OF SAKPLE
1980

AA, (Ref. Person) finnber in Sample

Total 4,740

Under 65 3,739

65-74 618

75-84 319

85+ 65

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEM

Sar:le by age

will change -.7er

time with demo-
graphic changes.
Average total
sample--
approx. 5,000.

IltP Data File Public-Use Tape Published TO12142

Date of birth
Social Seourity no.
Veteran status
Ceogrsphio data
Largest unit Region Region Region

Scaliest unit PSU SK SA wize Selected SYSAa

Age classes
Single yearn
60-64

65.
65-74, 75-84, 85+
Other: 65-74, 75.
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SPONSOR:

349

Bureau of Labor Statistics (BLS)

TITLE: Consumer Price Index (CPI)

Project Director: John F. Early

Assistant Commissioner for
Censurer Prices and Price Indexes

Bureau of Labor Statistics
U.S. Department of Labor
441 C Street, NW
Washington. DC 20212

PURPOSE: Provide basis for coat -of- living adjustments in wages during
World War I.

DESIGN: Sanples of areas, cutlets, and Stens. Weighting pattern
based on Survey of Consumer Expenditures (See BLS Handbook
of Methods, Volum II, Bulletin 2134-2, April 1984).

CONTENT: Prices are collected for a sample of medical care
commodities and services (and other household
expenditures). Samples are updated periodically to reflect
the chances In expenditure patterns and commodities and
services consumed. The last major revision was 1978; the
next is soheduled for 1987.

TEARS OP DATA Monthly date for the U.S. city average sines 1913.
COLLECTION: Monthly, bimonthly, or quarterly data for selected

metropolitan areas since 1913. There are currently 5
monthly areas and 23 bimonthly areas.

PUBLICATIDNS: Data: CPI News (preps release), CPI Detailed Report.
Methodology: BLS Handbook of Eetbods, Vol. II, 1984.

AVAILABILITY None. Basic data are collected under a pledge of con-
OP UNPUBLISHED fidentlellty to the respondents. Only published data
DATA: are available.

CONTACT: Patrick C. Jackman
Bureau of Labor Statiaticc
(202) 272-5160

103

63-532 0 86 12

354



350

SPONSOR: Bureau of Labor Statiatios (BLS)

TITLE: Commer Priem Index (CPI)

TYPES OF DATA COLLECTED

Data Public- Pate Public -

File Use Filo Use

Tape Tape

DEMOGRAPHIC DATA
Educational level Acute and chronic conditions

Race Disability days
Ethnicity Chronic limitationo:
Sex of activity

Marital status of mobility
Migration or mobility Impairments

Usual aotiv' .tatus

VI1AL STATISTICS
Natality ALCOHOL. DRVW ABUSE,
Mortality AND MENTAL WEALTH
Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

BOUSINE Alcohol use
Type of dwelling Drug abuse
No. of persona in household
Relationship or persons in CHANGES IN HEALTH STATUS

household Morbidity
Functional limitations

Imam AND WEALTH Self-perceived health

Labor force partioipation
Total inoome FUNCTIONAL LEVELS
Sources of Imola. Social interaction
Net assets AOLIVIeleb of daily living

Instrumental activities of

SOCIAL SRPvICIf daily living

ILULTB HEALTH CARE UTILIZATION

General wospitala General hospital services
Private asychiatrio hospitals Nursing home services
Public mental health hospitals Nome health oare

Nursing homes Rehabilitation

Other institutional resources Mental health hot:piton:441°n

Community-based resources Mental health outpatient

Health professions servioes

Other professional resources Alcohol an drug abuse centers
Phypiolan services /visits

HEALTH EXPENSES Dental services /visits

Costs of care Prescription drugs
Out-of-pocket costs Other
Medicare
Medicaid Ora BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private Lauren°. x x Changes in charges or prices

for selected sedioal care
commodities and services
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SPONSOR: Bureau of Labor Statistlos (BLS)

TITLE: Consumer Prlos Index (CPI)

SELECTED STENS IN DATA SET

SIZE OF SAMPLE

Atm nunD4E in Bonnie Norins4D04,0 E411,

Total
Under 65
65-74 Not applioable
75 -04

85.

AVAILABILITY AND LOCATION OF SPACIFIC DATA ITEMS

Item Doti File Public -Use T41,9 Publisbod Tables

Date of birth
Social Security o.
Veteran etatw
Geographic data

Largest unit

Smallest unit

Age olasaes
Single yearn
60-64
65.

65-74, 75-84, 85.
Other

C.S. city
average

28 Selected
local areas
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SPONSOR Bureau of Labor Statistics (BLS)

TITLE: Industry Wage Surveys Hospitals

Project Director: Sandra King
Project Director, Indust ^tudies

Office of Wages and In Relations

Bureau cf Labor Statistic..
O.S. Department of Labor
441 0 Street, NW
Washington, DC 20212

PURPOSE: To gather and analyze data on the occupational wage
structure of various manufacturing and nonmanufacturing
industries.

DESIGN: Universe is the Bureau's file derived from state

unemployment insurance reports. The survey is P probability
sample of hospitals that employ 100 workers or sore. Data

oollected from about 600 hospitals in 22 miLri.politan areas;
response rate is about 90%.

CONTENT: Earnings of individual hospital workers matched to detailed
occupational desoriptiona; sex of workers; incidence of
employee benefits (holidays, vacation, health and life
insurance, retirement plans); and hospital practices (work

schedule, shift).

YEARS OF DATA Generally done every 3 years.
COLLECTION: 1985 data available in early 1986. Data have been collected

for 1981, 1978, 1975, 1972, 1969, 1966, 1963, 1960, and

1957.

PUBLICATIONS: BLS Bulletins titled Industry WaRe Survey: Hospitals

(date). Bulletin numbers are: 2204 (1981), 2069 (1978),
1949 (1975), 1829 (1972), 1688 (1969), 1553 (1966), 1409

(1963), 1294 (1960), 1210 (1957).

AVAILABILITY Unpublished data can be made available on a fee (contract)
OF UNPOBLISRLD basis.
DATA

CONTACT: Sandra King
(202) 523-1309
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SPONSOR: Bureau of Labor Statistics (BLS)

TZTLE: Industry Wage Survey: gorpitala

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use File Use

Tape Tape
DEMOGRAPHIC DATA HEALTF
Educational level Acute and chronic conditions
Race Disability day:
Ethnicity Chronic limitations:
Sex of activity
Farital status of mobility
Nitration or nobility Impairments

Usual activity status
VITAL STATISTICS
Natality ALCOHOL. DRUG ADM,
Mortality AAD MENTAL FFALTH
15^rriage Cognitive iapairoent scale
Divorce Behavior problems

Depression
pountio Alcohol use
lype of dwelling Drug abuse
No. of persona in household
Relationship of persons in CFANGES :F HEALTF STATUS
household Morbidity

Functional liwitationa
INCOME AND WEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources of income Social interaction
Net assets Activities of daily living

instrusental activities of
SOCIAL SERVICES daily living

MALT? RESOURCES REALTY CARE UTILIZATION
X x General hospitals General hospital services
X x Private psychiatric hospitals Nursing home services
X x Public rental health hospitals Home health care

Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Comaunity-based resources Mental health outpatient

X x Health professions services
Other professional resources Alcohol and drug abuse centers

Physician services /visits

HEALTH EXPENSES Dental services /visits
Costs of care Prescription drugs
Out-of-pocket costs Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance
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SPONSOR: Fureau of Labor Statistics (BLS)

TITLE: Ipluatry Naha Survey: Rospitala

EELECTET ITEMS *d. DATA SET

SIZE OF SAMPLE

Age Nurher in $all,ple Nonrespenre Rate

Total

Under 65
65-74 Not applicable
75-84
85+

AVAILAEILITT AND LOCATION OF SPECIFIC DATA ITEMS

It ea

Date of birth
Social Security no.
Veteran atatus
Geographic data
Largest unit

Salleat unit

Age classes
Single years
60-64
65+

65-74, 75-84, 85+
Other

par File Ta'+ Publiohe, TeI:rs

Vetropollt)n Metropolitan Metropolitan
area area area

Metropolitan Metropolitan Metropolltan
area area area

3 5
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SPONSOR: Bureau of Lacor Statistics (BLS)

TITLE: Industry Wage Survey: Nursing Bones

Project Director: Sandra King
Project Director, Industry Studies
Office of Wages and Industrial Relations
Bureau of Labor Statistics
U.S. Department of Labor
441 G Street, )V
lashington, DC 20212

PURPOSE: To gather and mu . data on the occupational rage
structure of various manufacturing and nonnanufacturing
industries.

DESIGN: Universe is Bureau's file from state unemployment insurance
lists. The survey i3 a probability sample. Data are
collected from about 1,100 nursing homes in 22 metropolitan
areas; response rate is 90$.

=TENT: Earninga of individual workers matched to detailed
occupational descriptions; sem of workera; incidence of
fringe benefits; and nursing home practioea (work schedule,
ahift).

TEARS OF DATA Generally done every 3 to 4 years. 1985 data available
COLLECTION: early in 1986; data have been collected for 1981, 1978,

1976, 1973, 1967-68.

PUBLICATIONS: BLS oulletine titled Induatry Wage Survey: Nursing_Romes

(Wm). BLS Bulletin numbers are: 2112 (1981), 2069
(1978), 1974 (1976), 1855 (1973). 1638 (1967-68).

AVAILABILITY Unpublished data can be made available on a tee (contract)
OF UNPUBLISHED basia.
DATA:

CONTACT: Sandra King
(202) 523-1309
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SPONSOR: Bureau of Labor Statistics (BLS)

TITLE: Industry Wage Survey: -.urging Some

TYPES OF DATA COLLECTED

Data Public- Data Public-

File Use File Use

Tape Tape

DEMOGRAPHIC DATA HEALTH

Eduoationa level Acute and chronic conditions

Race Disability days

Ethnicity Chronic limitations:

x Sex of activity

Marital status of nobility

Migration or nobility Impairments
Usual activity status

x

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,

Mortality AND MENTAL HEALTH

Marriage Cognitive impairnent scale

Divorce Behavior problems
Depression

pousm Alcohol use

Type of dwelling Drug abuse

No. of persona in househol.:
Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity
Functional limits ins

INCOME AND HEALTH Self-perneived h.alth

Labor force participation
Total income FUNCTIONAL LEVELS

rcea of income Social interaction

Het assets Activities of daily living
Instrumental activities of

SOCIAL SERVICES daily l'ing

HEALTH RESOURCES HEALTH CA,E UTILIZATION

General hospitals General nospital services

Privaue psychiatric hospitals Nursing hone services

Public Dental health hospitals Hone health care

Nursing hopes Rehabilitation

Other institutional resources Hental health hospitalization

Conmsaity-based resources Msntal health outpatient

Health professions services

Other professional resources Alcohol and drug abuse centers
Physician services/visits

PAM EXPENSES Dental services/visits

Corte of care Prescriptinn drugs

Out-of-rocket cost: Other

Medicsre
Medicaid OTEEP BROAD CATEGORY

Stet, expenditures °OR SA)1PLING UNIT

Private insurare(
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SPONSOR: Bureau of Labor Statistics (BLS)

TITLE: Industry Vage Survey: Nurain Boma

SELECTED ITEMS IN DAT/ SET

SIZE OF SAMPLE

ARO Number in Sample Nonresponae Rate

Total -)

Under 65
65-74 j Not applicable
75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tape Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit
Smallest unit

Age classes
Single years
60-64
65+

65-74, 75-84, 85+
Other

Metro area
Metro area

111

Metro area
Metro area

362
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SPONSOR: Centers for Disease Control ;CDC), Department of Health and

Human Servioes (NHS)

TITLE: Annual Tuberonloaia Statistical Summary

PURPOSE:

Projeot Direotor: Alan B. Bloch, H.D.
Chief, Statistics and Analysis

Seotion
Division of Tuberculosis Control
Centers for Disease Control

Atlanta, GA 30333

Colleot aggregate tuberculosis data from states and large

cities (250,:00 or more population) including demographic

and olimioal slats.

DESIGN: Universe is all reported oases of tuberculosis since 1962,

continuing yearly.

CONTENT:
Demographic, olinical, and epidemiologio data in aggregate

form for states and large oitiea.

TEARS OP DATA Annually sine 1962.

COLLECTION:

PUBLICATIONS: Tuberculosis qtetistioo: States and C._ g3, Centers for

Disease Control, annual reports.
Tuberculosis in the United States: Centers for Disease

Control, annual reports.

AVAILABILITY Unpublished tabulations available from the Division of

OF UNPUBLISHED Tuberculosis Control.

DATA:

CONTACT: Harlon Meador
CDC

(404) 329-2512

363

112
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SPONSOR: Centers for Disease Cortrol (CDC), Department of Health Juan Services (DIMS)

TITLE: Annual Tuberculosis Statistical Swmaary

TYPES OF DATA COLLEcTrD

Data Public- Data Public-
File Use File Use

Tape Tape
DEMOGRAPHIC DATA
Educational level

x Race
x Ethnicity
x Sex

Marital status
Migration or mobility

HEALTH
Acute and chronic conditions'
Disability .".ays

Chronic limitations:
of activity
of mobility

Impairments

Usual activity status
VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortaltty AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression

PousING Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persona in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND HEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources of income Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health care
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional -esources Alcohol and drug abuse centers

Physioian services/visits
HEALTH EXPENSES Dental services/visits
Costs of care Prescription drugs
Out -of -pocket costs Other
Medicare
Medicaid (MER_MOAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance x Cltnical Data

x Ep.demiologic Data

Tuberculosis

113

'I 6 4
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SPONSOR: Centers for Diatoms Control (CDC), Department of Health ano
Human Services (DENS)

TITLE: Annual Tuberculosis Statistical Smeary

pump ITEMS IN DATA SET

SIZE OF SAMPLE

Number in Semple NonresPenae Rote

Total Universe
Under 65 Universe
65+ Universe

AVAILABILITT AND LOCATION OF SPECIFIC DATA ITEMS

Item Date File Public -Uae Tape Published Table,

Date of birth
Sooial Security no.
Veteran status
geographic data

Largest unit State State
Smallest unit Large oity Large city

(/ 250,000) (/ 250,000)
Age classes

Single years
60-64
65+

65-74, 75-84, 88+
Other

x

365

Ils
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SPONSOR: Centers ,or Disease Control (CDC), Department of Health and
Human Services (DHHS)

TITLE: Rational Immunization Survey --CPS Supplement

PURPOSE:

DESICN:

CONTENT:

Project Director: Don Eddins
Chief, Data ransgezent Bram!.
Diviaion of Intr,ization
Centers for Dieesee C 2trol
Atlanta, GA 30333

To monitor the imunization status for selected group Lf
the U.S. populstinn.

Supplement to the Current Population Survey of the Bureau of

the Census.

Immunizrtion hiatoriet of household respondents are

obtained. Questionnaire content has varied from time to
time over the years. Survey is conducted in September.

YEARS OF DATA 1959-84; budgeted for 1985; release date is July 1986.

COLLECTION:

PUELICATIONS: Data are published by the CDC through 1978. Since then,

information has been published in various proceedings of the

annual immunisation conference.

AVAILABILITY Unpublished data are available from 1979 to present through

OF UNPUBLISHED the Diviaion of Immunisation. Publio U30 tapes are Alec

DN:A: available.

CONTAC': Don Eddlne

(404) 329-1875

115

366
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SPONSOR: Centers for Disease Control (CDC), Deporteent of Fealth and Hunan Services (DHSS)

TITLE: National Immunisation SurveyCPS Supplement

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use File Coo

Tape Tape
DEMOGRAPHIC Ern( . REALTh
Educational level Acute and chronic conditions

x x Race Disability days
x x Ethnicity Chronic linitationa:
x x Sex of activity

Marital atatus of nobility
Migration or nobility Ivpaireenta

Usual activity status
VITAL STATIST=
Natality ALCOFOL. DPW AEUSE
Portrait) AND EEETAL HEALTH
Marriage CoLnitive irpairront scale
Divorce behavior prohlers

Depression
MOUSING Alcohol use
Type of fwallivi, Drug abuse
No. of persons in househole
Relationship of persons in Ch/ECES it HEALTU STATUS

household roll4dity
Functional Ilnitations

INCOME ex WEALTH Self-perceived health
Labor force participation
Total incove FUNCTIONAL IEVU
Sources of moots Social inters ion
Net assets Aet:vitier of Pot)) Ilvirt

in. ilarerdal activrt,er rf
§OCIAL SERVICV daily liviht,

REALTY CALE UTILIZATICR
Ceneral host 'via General torpital Lerlees
Private psycl-trie hotidtalt Fur-'0. lore :q1N14.0
Public rental healt: hospitals Free health Noe
fursin, hoses Fehrbil'tatior
Other inatitutional re:ohmes VC0.83 health hospire7roation
Courunity-based reformer rental health cutratient
Health frees:ions serv;cer
Other wofessiona) resources Alcoho. err', Crt,..,I.mxt. center}

yt iC5tU .er, ear/visits
REALTY EXPENSES Dental fert.re,/v;:ito
Costs of care Prescript Son 4'nbs
Out-of-pocket coat. Other
Yedicare
Medicaid OM!' rron, raTnopy
State expenditures FN SMITH WIT
Private Snsuriacc irrWriticr rtetas

316

367
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SPONSOR: Centers for Disease Control (CDC), Department of Health and

Hunan Services (NHS)

TITLE: National Immunisation Survey --CPS Supplement

ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

6,4 _ Nuhber in Searle NOTWOODOTM Rote

Total 152,000 8.0%

65. 18,000 3.5%

AVAILALILITT AND LOCATION OP SPECIFIC DATA ITEMS

Date of birth
S 'al Security nc
Veteran status
Geographic data
Largest unit U.S. U.S.

Scaliest unit S?SA SMSA

Age classes
Single years
60-54
65.

117

U.S.
SNSA
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SPONSOR: Centers for Disease Control (CDC), Department of Health and
Hunan Services (DBES)

TITLE: Report of Verified Case of Tuberoulosis

Project Director: Alan B. Bloch, M.D.
Chief, Statistics and Analysis

Section
Division of Tuberculosis Control
Centers for DisAaoe Control
Atlanta, OA 30333

PURPOSE: Collect detailed demographic, ollnloal, and epideniclogic
data on individual oases of tuberoulosto reported in the
United Staten.

DESIGN: Universe in all reported 01303 of tuberoulcala in the United
States since 1985, continuing yearly.

CONTENT: Demographic, ellnlonl, and epidenlologio data on individual
C4300 of tuberoulcals, collected annually.

TEARS OF DATA Annually since 1985.

PUBLICATIONS: Inberedle do Stetletloe; States win Cities, Centers for
Dioesae Control, annual reports.
peereulooie in the United Stites, Centers for Disease
Control, annual reports.

AVAILABILITY Unpublished tabulations available from the Division of
OF UNPUBLISHED Tuberculosis Control.
DATA:

CONTACT: Marlon Meador
CDC
'404) 329-2512

3 6

:18
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SPONSOR: Centera for Disease Control (CDC), DePartsent of Health and Hunan Services (DM)

TITLE: Report of Verified Case of Tuberculosis

TYPES OF DATt COLLECTED

Data Public- Data Public-
File Dee File Dee

Tape Tape
VPIOO!APRIC DATA
Educational level

x Rum
x EthnJoity

Sex

Marital status
Migration or nobility

HEALTH
Aoute and chronio conditions'
Disability daya
Chronic Maritime:
of activity
of nobility

Ispairmenta
Usual aotivity statue

VITAL STATISTICS
Fatality ALCOHOL. DRUG ADUSE,
Mortality AND RENTAL HEAL%
Marriage Cognitive Inpalrnent scale
Divorce Behavior problem

Depreaalon
LOUSING Alcohol use
Type of dwelling Drug abuse.
No. of persons in household
Relationship of Persona in CHREPES IF HEALTh STATUS
household Morbidity

Functional lir,tations
ipcon An weJazu Self-perceived health
Labor force participation
Total ineove FUNCTIONAL tints
Sourcea of Snore Social interaction
Ret asseta Activities of doily living

Instrusental activities of
aSILIaLEYLak daily living

UWen-FiKUM EEALTh CARE UTILIIATION
General hoopitala ..eners1 hospital services
Private paychistric hompitsla Nurt1rg hove a..rvicea
Public rental health hospitals Fore health oare
Nursing braes Rehabilitation
Other Inatitutlenal rime:vet mental health boapitellzatlen
Coomnity-based reacurtes Fehta/ health outpatient
Health prefeaviona servicer
Other proforefonal resource: Alcohol and drum abuse cartel:

Phye1cien annIcashJaJta
FFALTV EXPENSES Dental elvieen/visiln
Corte or care Prescription drags
Out-of-pocket costa Otter
Medicare
Veficeid 9ThEF ?AP CA7FOOTY
State anaadJtusea [OF .9,1111.0 DYIT
Prirmie Innt,raper r C:Iwt,10 Opl.

Ether Ir!cLir deft
Tuterculoafe

119
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SPONS'R: Centers for Disease Control (CDC), Department of Health and

Hunan Services (DEES)

TITLE: Report of Verified Case of Tubers:Ionia

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

ARO Husber in Semple Nonrespcnse Pete

Total Universe
Under 65 lniverae
65-74 .iveree

75-84 ,niverae

Jniverec

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

jteo Data File Public -Use Tam Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit State State

Sma:_aat unit Zip code City

Age classes
Single years

60-64

6.1,74, 75-84, 85.

Other

120

7
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SPONSOR: Robert Wood Johnson Foundation

TITLE: Community Hospital Program (CEP) /mesa Impact Evaluation
Surveys, 1978 -79, 1981

CONTRACTOR: Center for Health Administration Studies, University of
Chicago

Project Director: Ronald H. Andersen

Professor and Director
and

Lu Ann Aday

Associate Director for Research
Center for Health Administration Studies
University of Chicago
5720 South Woodlawn Avenue
Chicago, IL 60637

PURPOSE: The purpose of this study was to evaluate the access impact
of the Robert Wood Johnson Foundation Community hospital
Program (CEP) group practices through baseline (1978-1979)
and follow-up (1981) surveys of the communities and patients
served by the groups.

DESIGN: The universe involved community residents and CEP patients
in 12 selected study communities at 2 points in tine- -
1978- 1979 and 1981.

CONTENT:

The sample consists of 10,578 cases at the first time period
and 9,216 at the second. The sample design consisted of an
area probability sample of the CUP's service area and a
aimple random sample of patients who had been to the site at
the time of the baseline and f'llow-up surveys.

Data consist of general demegraphics, general
medical and

insurance information, and hn extensive detailing of the
respondent's experiences with 116,1th professionals during
the year.

TEAKS OF DATA 1978, 1974, aLd 1981.
COLLECTION:

PUBLICATIONS: Aday, L.A., R. Andersen, S.S. Loevy, and B. Kremer, 1985.
U0nPital-Phvsician Sponsored Primary Care: Marketing and
Impeot. Health Administration Press, Ann Arbor, MI.

Aday, L.A., R. Andersen, G.V. Fleming, G. Chiu, V.
Daughety, and H.J. Banks, 1978. "Overview of a Design to
Evaluate the Impact of Community Hospital Sponsored primary
Care Group Practices." Medical Group HenaPemett 25
(September/ October): 42-46.

Aday, L.A., and R. Andersen, 1981. "Equity of Access to
Medical Care: A Conceptual end Empirical Overview."
Medical Care 19 (December Supplenert): 4-27.

121

:3'72



SPONSOR:

TITLE:

368

Robert Wood Johnson Foundation

Community Hospital Program (CEP) Anoesa Impact Evaluation

Surveys, 1978-79. 1981

PUBLICATIONS: Aday, L.A., C. Sellers, ant' 0 Andersen, 1981. 'Potential..

of Local Health Surveys: - ate-of-the-Art Summary."
fimeriean Journal of Public Health 71 (August): 835-840.

Aday, L.A., and R. Andersen, 1983. 'Equity of Access to

Medical Care: A Conceptual and Empirical Overview.' In

,Securing Accesa_te Health Care: The Ethical Implications of

Differences in the Availability of Health Services. Volume

III: AppendicesEmpirical. Legal. and Conceptual Studies.

Washington, D.C.: President's Commission for Study of
Ethical Problems in Medicine and Hiom 11°81 and Behavioral

Research.

Loevy, S.S., R. Andersen, and L.A. Aday, 1983. "Potential

Patients and Loyal Users: Access to Care in Community

Hospital Sponsored Group Practices." Journal of Ambulatory

Care Management 6 (November): 43-57.

Aday, L.A., R. Andersen, S.S. Loevy, and B. Iremer, 1984.

"Hospital Sponsored Primary Care: Impact on Patient

Access." American Journal of Publie Health 74 (August):

792-798.

Aday, L.A., 1984. "Exploring Frontiers of Rural Health:

Access Impact Evaluation of Community Hospital-Affiliated
Medical Groups in Two Rural Communities." Accepted for

presentation at American Rural Health Association Institute
meetings, Orlando, Florida, June 5-8, 1984.

Andersen, R., L.A. Aday, and C.V. Fleming, 1984. "A Tale of

Two Surveys: Lessons from the Best and Worst of Times in

Program Evaluation.' Paper presented at NSF Conference on

Improving Data Collection in Program Evaluation, Amherst,
Massachusetts, March 29-3' 1984.

AVAILABILITY Data tapes are in the collection of the National Archive

OF UNPUBLISHED of Computerized Data on Aging maintained by the Inter-

DATA: university Consortium for Political and Social Research,

P.O. Box 1248, Ann Arbor, MI 48106.

CONTACT: Lu Ann Aday or Christopher Lyttle
Center for Health Administration Studies

(312) 902-7753

122
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SPONSOR: Robert Wood Johbson Foundation

TITLE: Community Hospital Program (CEP) access Impact Evaluatico Surveys, 1978-79, 1981

TYPES OF DATA COLLECTED

Data Pub-ic -

File pee
Tape

rEFOGRAPF/C DATA
Educational level
Race
Ethnicity
Sex

Marital status
Migration or nobility

VITAL SlATISTICS

Natality
Fortality
Marriage

Divorce

EM/1 G
Type of dwelling
tic. of persons in household
Rektionship of persons in
household

Neon Am WEALTH
Labor force participation
Total 'nem*
Sources of incnne
Net essets

SOCIAL SERVICES

UMEMEEEEA
General hospitals
Privet, ^Metric hospitals
Public .ent" health hospitals
Nursing hates
Other institutional resources
Conrunity-based resources
Health professions
Other professional resources

HEALTH EXPENSES
Costs of care
Out-of-pocket costs
Hedioare
Medicaid

State erpendituree
Private insurance

123

Data Palle-
File Use

Tape
HEALTH
Acute and chief-iv come tions

I x Disability days

Chronic limitatSons:
of activity
of nobility

Impairments
x Usual activity Ltatua

374

ALCOHOL. DRUG AFUSE,
Arm MENTAL ',FAITH
Cognitive icpairs.,rt SCV:f

Pehavior probleps
Depression
Alcohol use
Frog abuse

(TAKES IN PFALTF STATUS
Forbidity
Functional ',citations
Self-perceived bes!th

FUNCTICNAL IFVF1S
Social interaction
Activities of daily living
Instrumental activities of
daily livint.

FEALTE CARE ulluzAT:CU
General bosOtal cervices
Nursing bore net%ices
Noce health car*
Rehabilitation

Mental health hospitali2ation
rental health outpatient

services

Alcohol ape drug abv.e center*
Physician servicesAfeft.
Dental set,Aces/visfis
Prescription drug,
Other

OTHER BROAD CATEGORY

FOR SAMPLING UNIT
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SPONSOR: Robert Wood Johnson Foundation

TITLE: Community Boapital Program (CO) Access Impact Evaluation
Surveys, 1978-79, 1981

SELFCTED ITENS IN DATA SET

SIZE OF SAMPLE

162 Number in Sample Nonreaponse Rate

Total
Under 65
65-74

75-84
85«

hot available

AVAILABILITY AND LOCATION CF SPECIFIC DATA TUNS

I en Data File Public-Use Tape Ptbiished Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit City City

Srallerl unit Area code Ar(a code

Ake classes
Single years
60-64

65*
65-74, 75-84, 85.
Other

124

375

City
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SPONSORS: Robert Wood Johnson Foundation and Health Care Financing
Administration (HCFA)

TITLE: AlmmIcipal Health Services Program (lSP) Evaluation

CONTRACTOR: Center for Health Adminiatration Studies,
University of Chicago

PURPOSE:

DROWN:

CONTENT,

Project Director: Gretchen V. Fleming
Co-Principal Investigator and

Study Director
Center for Health Administration Studies
University of Chicago
5720 South Woodlawn Avenue
Chicago, IL 60637

This atudy was established to evaluate the impact on
expenditures for medical care of the HASP primary health
ca.e center!' through baaeline (1979-1980) and follow-up
(1980-1981) aurteys of the communitlea and patients aerved.

The universe consists of individuals in householda with
phonea and living in the HESP centera' aervice areaa. The
:maple vaa constructed through randoo-digit dialing

including an overaample of patients from the 10i3P centers.
The aample conaiata of 16,366 casea (a 72$ response rate)
for the baaeline, and 13,271 clean (a 7B% response rate) for
the follow-up.

The information collected consist!' of general demographics
and extensive information on access to and cost of medical
care delivery in the preceding year.

TEARS OF DATA Data collected in two waves covering 1979-80 and
COLLECTION: 1980-81. No further follow-ups are planned.

PUBLICATIONS: "Imputation of income: A Procedural Comparison," Timothy
F. Champney and Ralph Bell, Proceedings of the Seclion on
Survey Research Methods, American Etr.iatIcal Association,
Waahington, D.C., Auguat .982.

"Evaluating the Municipal Health Services Program," Ronald
Anderaen, Gretchen V. Fleming, Lu Ann Aday, Sandra Z. Lewia,
Louise A. Bertsche, and Martha J.Banka, Annals of the New
Iork Academy of Science, 1982.

"Improving the Provision of Ambulatory Care by City
eovernment: Preliminary Findings from the Municipal Health
Program," Charles Brecher, Ronald Andersen, Edith Davis,

Gretchen V. Fleming, and Miriam °stow. In Stuart H. Altman
at al. (eds.), Ambulatory Core, Lexington Books, Lexington,
MA 1983.

125
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SPONSOR: Robert Wood Johnson Foundation and Health Care Financing
Administration (HCFA)

TITLE: Municipal Health Services Provaa (IBSP) Evaluation

"Item Nonrenponne in Telephone Surveys: Analysis of Who
Palle to Report Income," Ralph Dell, MislJeace
Quarterly, Vol. 65, No. 1, March 1984, pp. 207-215.

The Municipal Health Services Program: Improving Medical
Care Access While Containing Expenditures," Fleming,
Gretchen V. and Andersen, Ronald M. Paper presented at the
annual meeting of the American Public Health Anncoiation,
Anaheim, CA, November 14, 1984.

"A Tale of Two Surveys: Lessons from the Bent and Worst of
Times in Program Evaluation,t Ronald M. Andersen, Lu Ann
Aday, Gretchen V. Fleming. In Collecting Evaluation Data:
Problems and Solutions, Sage Publishing Company, to be
published 1986.

AVAILABILITY Data only availab'.e through the Center for Health
OF UNPUBLISHED Administration Stodten.
DATA:

CONTACT: Gretchen V. Piecing
Center for Health Administration Studies
(312) 981-7633

Christopher S. Lyttle
Center for Health Administration Studies
(312) 962-7753

Tony Balmer
HCFA

(301) 597-2366

126
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SPONSOR: Robert Wood Johnson Foundation and Haklth Care Financing Administration (HCFA)

TITLE: Municipal Health Services Proems (°ESP) Evaluation

TYPES OF DATA COLLECTED

Data Public -

F:le Use
Tape

DEMOGRAPHIC DATA
Educational level
Race
Ethnicity
Sex

Harital status
Migrataos or mobility

VITAL STATISTICS
Natality
Mortality
Marriage
Divorce

HOUSING

Type of dwelling

No. of persona in household
Relationship of persona in

household

INCOHE AND WEALTH
Labor force participation
Total incase
Sources of inC01.0

Net assets

SOCIAL _SERVICEE

HEALTH RESOURCES
General hospitals
Private psychiatric hospitals
Public bents' health hospitals
Nursing homes
Other institutional resourceq
Coacunity-based tesources
Health professions
Other professional resources

WEALTH E1PE2;SE$
Costs of care
Cut-of-pocket costa
Eedicare
Hedicaid
State expenditures
Ptivate insurance

127

Data Public-
File Use

Tape

x

x

x

378

HEALTH
Acute and chronic conditiole
Disability days
Chronic limitations:

of activity
of nobility

Impairments

Usual activity atat

ALCOHOL, DRUG ABUSE,
AND MENTAL HEALTH
Cognitive impairment scale
Behavior proLlers
Depression
Alcohol voe
Drug abuse

ChANGES IN_HEALTH STATUS
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living
Instrunental activities of
daily living

HEALTH CAPE UTILIEATIO
General hospital services
Nurping hove services
Hove health zarc
Rehabilitation
Mental health hospitalization
Mental health outpatient
tervicea

Alcohol and diug abut( carters
Physic an :01%Jer:AfrIty
Pastel Felykt vf:ft
Prese:114!ol. druc6

Other

OMER FWD CATMFY
FOP SArPLINC



374

SPONSORS: Rate. Wood Johnson Foundation and Health Care Financing
Adninistration (HCFA)

TITLE: Municipal Health Services Prograa (MHSP) Evaluation

SELECTED ITEMS IF DATA SET

SIZE OF SAMPLE

4,80

Total See Dedgn
Under 65
65+ Approx. 1,400 in

household component

!lumber in Sample Fonreeponse Rate

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tape Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit Service area Service area

Smallest unit Telephone Telephone
exchange exchange

Age classes
Single years
60-64

65+

65-74, 75-84,
Other

x

379

128
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SPONSOR: Robert Wood Johnson Foundation

TITLE: Datiocal Survey of Aocasa to Medical Care, 1982

CONTRACTOR: Center for Health Administration Studies,
University of Chicago

Project Director: Ronald H. Andersen
Professor and Director

Graduate School of Business
University of Chicago
5720 South Woodlawn Avenue
Chicago, IL 60637

PURPOSE: The purpose of this study was to provide current data on
'mean to medical care for the U.S. population.

DESIGN: The universe was all U.S. households with phones. The
sample design represented a random-digit dialing sample of
U.S. households with phones, including en overeat:pie of low
income (150% of poverty line) households. The sample
coneiats of 6,610 oases.

CONTENT: Data consists of general demographics,
general medical and

insurance information, and many items on access to health
care during the year prior to the interview. The health
oars items include descriptions of and satisfaction with:
usual source of care, most recent visit toa doctor, moat
recent medical emergency, and moat recent hospital stay.

YEARS OF DATA 1982.
COLLECTION:

PUBLICATIONS: Aday, L.A., et al., 1985. Access to Medical cPra In the
D.S.L.: Who Has It Who Doesn't.

Lou Harris & Aaso. Atea, 1982.
Access to Health Care in the

U.S,: 1982. New York: Lou Harris & Asscoist.m.

Robert Wood Johnson Foundation, 1993.
ftdated Dnort on

Amato to Health Care for the Amerlcae P,oDle. Special
Report Number One. Princeton, New Jersey: Robert cod
Johnson Foundation.

AVAILABILITY Data tapes (ICPSR 8244) e-e in the collection of theCP UNPUBLISHED National Archive of Computerized Data on AgingDATA: maintained by the Inter-university Consortium for
Political

and Social Pesearch, P.O. Box 1248, Ann Arbor, HI 48106.

Raw file with documentation has been provided to ICPSR.

CONTACT: Lu Ann Aday or Christopher Lyttle
Center for Health Administration Stud'ea
(312) 962-7753

129
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SPONSOR: Robert Wood Johnson Foundation

TITLE: National Survey of locale to Medical Care, 1982

TYPES OF DATA COLLECTED

Data Public-
File Ueo

Tape
DEMOGRAPHIC DATA
Eduoationel level

Race
Ethnioity
Sex
Marital status
Migration or mobility

VITAL STATISTICS
Natality
Mortality
Marriage
Divorce

11201lik
Type of dwelling
No. of persona in household
Relationship of persona in

household

xNcoHr AND WEALTH
Labor force partioipatior
Total income
Sources of income
Net assets

SOCIAL SERVICES

?FAUN RESOURCES
General hospitals
Private psychiatric hospitals
P.Iblio mental health hospitals
Nursing homes
Other institutional resources
Community .waaed resources

Health professions
Other professional resources

UEM12-EMNI
Coats of oare
Out-of-pooket coats
Hodioare
Medicaid
State expenditures
Privato insurance

381

130

Data Public-
File Uae

Tape

X x

X x

X x

gEALTH

Aoute and chronic condititna
Disability days
Chronic limitations:

of activity
of mobility

Impairments
Usual aotivity statue

ALCOHOL, DRUG ABUSE,
aND MENTAL HEALTH
Cognitive impairment scale

Behavior problems
Deproaaion
Aloohol use
Drug abuse

CHANGES IN HEALTH STATUS
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaotion
Activities of daily living
Instrumental activities of

daily living

}HEALTH CARE UTILIZATION
General hospital services
Nursing hems services

Home health oare
Rehabilitation

Mental health hospitalization
Mental healtL outpatient

aervioes
Alcohol and drug abuse centers

Phyaioian servioea/viaits
Dental services /visits
Prescription drugs

Other

OTHER BROAD CATEGORY
FOR SAMPLING UNIT
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SPONSOR: Robert Food Johnacn Foundation

TITLE: National Survey of Apneas to Medical Care, 1982

§11FCTED ITFXS IF DAT? SET

SI71 OF SAMPLE

$ke Ferber in Saalja

Total 6,610
Under 65 5.538
65-74 700

75-84
85+ 58

rOnrofrcrie Pete

AVAILABILITY AND LOCATION CF SPECIFIC DATA ITFUS

Item Data File Public-Use Tene

Date of birth
Social Security no.
Veteran etatun
GeoEraphic data
Lament unit
SrAllest unit

Age clauses
Single yearn
60-64

65+
65-74, 75-84, 85
Other

U.S.

U.S.
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SPONSOR: CO=M1351CM on Profeaalonal and Roapital Activitiea

TITLE: Ccamissioo on Professional and Despite Activities LCPRA)
Data Tapes

PURPOSE:

DESIGN:

rojeot Director: Carol Prevoat, Reaearoh Aaaociate
Reaearoh Services
Conolealon on Professional and Hospital
Activities

1968 Green Road
P.O. Box 1809
Ann Arbor, HI 48106

Study of medical record abstracts for discharges from
nonfederal, short-term, general, acute cart hospitals for
administrative and reaearoh uses.

Data on discharges are obtained from about 1,600 subscriber
hospitals to the Professional Activity Study, for about 12
million patient discharges annually In the United States and
Canada, or about 26$ of the nonfederal, abort-term general
hospital discharges in the United States and about 22$ in
Canada. Annually, 2 million discharge abstracts are
aeleotod arstematically frog the U.S. records and projented
by hospital bed-size, census divisions (9), and urban/rural
location to natob the distribution of horipita'a by these
characteristics found In the American Hospital Association's
Annual Survey or Hospitals data tape.

CONTENT: A series of tapes has been created:

(1) Length of stay by ciagnosia related groups (DRG8),
9 census divisions, urban/rural location of hospital.

(2) Length of stay by DRGa for Medicare patienta, 9 census
divisions, urban/rural - -identical to tape 1 except that only
records with Medicare checked as principal source of payment
are used.

(3) Annual trend by DRG - -displays the changing frequenclea

of discharges by DRGa on an annual basis for 1976-1980. The
data are listed by each of the 9 census divialona and
hospital bed -size.

(4) h,'^ital and patient characteristics file by ICD-9...04
(International Claaalfloation of Diseases, 9th Revision,
Clinical Modification) - -frequenclea of discharges based on
patient and hospital characteristics by discharge diagnosis.

(5) Hospital an6 patient characterlatica by DAG -
each DAG the nunber of discharges are further divided by
age, sex, race, length of stay, and discharge statue. The

data elan contain variables such as bed-sire and region.
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SPONSOR: Commission on Professional and Hospital AotivItlee

TITLE: Commisalco on Professional and Hospital Aotivitles (MBA)
Data Tapes

Fro° the oompleted tape (12 million records annually)
2 tapes are crested:

(6) Length of stay by region, by diagnosis, and by
operation for List A (398 diagnoses) and List B (264
procedure oodes).

(7) Case fatality rate by DRG. Shows the number of
discharges by Ms and percentage of fatalitle, separately
for all discharges and for Hadloare discharges.

From a tape of 3 million discharge records for 1976-80 for
hospitals that also report inpatient total oharge data,
weights have been created to relate diagnosis and procedures
to charges. These Sr. oontained in the tape:

(8) Resource intensity weights by List A and B.

TEARS OF DATA The Pror*st'Jnal Aotivity Study was begun in 1955 and is en
COLLECTION: ongoin,.. ollection of cedloal abetraote from eubeoribing

hospital° in the United States and Canada.

PUBLICATIONS: A series of volumes entitled 'Length of Stay.--by diagnosis,
by region, by operation by regionwas published beginning
n 1963 and is continuing annually. The latest year
released is 1983.

ATAlLABILITT The tapes identified under Content are available for
OF UNPUBLISHED purchase for the following >ears:
DATA:

WNTACT:

(1) 1979, 1980, 1981, 1982, 1983.

(2) 1983.

(3) 1980-83.

(A) 1943.

(5) 683.
(5: "19, 1980, 1981, 1982, 1989.

(7) 1909.

(8) 1976-80 coebinod.

Jean -Aar
CPBA
(000) 521-621G
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SPONSOR: Cotnisaion on Professional and Hospital Activities

TITLE: Coati:alon on Professional and Hospital Activities (CPHI) Data Tepee

TYPES OF DATA COLLECTED

Data Publio- Data Public-
File Use File Use

Tape Tape
DEMOGRAPHIC DATA HEALTH
Educational level Acute and chronic conditions
Rate Disability days
Ethnicity Chronic limitations:
Sex of activity
Marital status of nobility
Migration or nobility Impairments

Usual activity status

VITAL STATISTICS
Hrtality ALCOHOL, HEW ABUSE,
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depreasion
HOUSING Alcohol use
Type of duelling Drug abuse
Ho. of persona in household
Relationship of persons in CHANGES "6 HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND HEALTH Self- perceived health

Labor force participation
Total income FUNCTIONAL LEVELS
Source$ of income Social interaction -

Net assets Activities of daily living
Instrumental activities of

nOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH CAPE UTTLITATTE
General hospitals General hospital servicea
Privets psychiatric hospitals Nursing boto services
Public rental health hospitals Home health care
Nursing Wee Rehabilitation
Other institutional resources Mental health boapitalization
CoLmunity-based reaources Mental health outpatient
Health professions services
Other professiontl resources Alcohol end drug abuse centers

Physician aervices/vieta
HEALTH EXPENSE* Dental services /visits
Costa of care Prescription d 1183

Out -of- pocket coats Other
Medicare
Medicaid NEER BROAD CATMORY
State anrendittms FOR ssiTLIRC urn
Private S.:serene, Mortality by Boerne) Volume

See Content
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SPONSOR: Commission on Professional and
Hospital Activities

TITLE: Commission on Professional and
Hospital Activities (CPHA) DataTapes

SELECTED ITEMS IN DATA SET

SIZE OF SAME

Number in
Aae Annual Sarpla

Nonreaponse Rate

Total

Under 65
65-74

75-84
85+

12 million records

AVAILABILITY AND LOCATION OF
SPECIFIC DATA ITEMS

'tax
Data File Public -Use Tape

Publiabad Tables
Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit

U.S.
Smallest unit

Census divisionAge classes
Single years
60-64
65+

65-74, 75-84, 85.
Other
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SPONSOR: Consumer Product Safety Commission

STILE: National Electronic Injury Surveillance System (REISS)

Project Director: Directorate for Epidtology
Data released through
Nancy S. Johnston, Di actor
National Injury Information
Clearinghouse, Room 625

Consumer Product Safety 00=11133i00
5401 Westbard AVenue
Washington, DC 20207

PURPOSE: To provide national estimates of number and severity of
injuries associated with consumer products and to provide a
24803 of locating injury victims for further information on
causal factors.

DESIGN: Universe consists of entire United Staten and torritoriea.
NEISS is based on a probability sample of hospitals with
emergency MO= by size (emergency visits per day) from
which a national estimate of injuries treated in hospital
emergency departments is projected. The basic factor by
which a case is inflated to derive national estimates is the

(morne of the probability of selection of the hospital that
treats that case. A nonresponse factor is also incorporated
to adjust for hospitals not reporting canoe for any given
month.

CONTENT: Information collected thtocgh NEISS inoludea:

(1) Date of treatment

(2) Age of patient
(3) Sea of patient
(4) Injury 41agnosis/body part
(5) Disposition

(6) Two product codes
(7) Third product or child - resistant closure involvement
(8) accident locale

(9) Fire or motor vehicle involvement
(10) Remarks /comments

TEARS OP DATA NE/SS began operation in July 1972. NEISS redesign occurred
COLLECTION: in October 1978, and hospitals in the sample were phased in

and out during the next year. pate are available in
standard formats on an annual basis but are not necessarily
comparable between the two sample periods.

PUBLICATIONS: NEISS Data Highlights is published on an annual basis.

AVAILABILITY Specific product-associated data may be requested on an
OP UNPUBLISHED individual basis from the National Injury Information
DATA: Clearinghouse, Directorate for Epidemiology, U.S. Conaumer

Product Safety Commission, Room 625, 5401 Westbard Avenue,
Washington, DC 20207. Telephone (301) 492-6424.

CONTACT: Nancy S. Johnston (301) 492-6424
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SPONSOR: Consumer Product Safety Commisaion

TITLE: National Eleatronin injury 3arvaillanca Spate& (NEISE)

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Total
Under 65
65 -78

75-84
85+

Number in Sample NonreawnIr Rate

Not applicable

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data _file Public-Use Tape publishedjablea

Date of birth

Social Security no.
Veteran status
Geographic data

Largest unit
Smalleat unit

Age claaaea
Single years
60-64
65+

65-74, 75-84, 85+
Other

x
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SPONSnR: Consuner Product Safety Coami...sion

TITLE: latleaol Moetrealo Injury SUrveillence System (REISS)

TYPES OF DATA COLLECTED

Data Public- Data Public-

File Use
File Use

Tape
Tape

DEMPAPHIC DATA
HEALTH

Educational level
Acute and ohronio conditions

Race
Disability days

Ethnicity
Chronic limitations:

Sex
of activity

Marital status
of mobility

Migration or mobility Impairments
Usual activity status

VITAL STATISTICS
Natality

ALCOHOL. DRUG IBM

Mortality
AND MENTAL HEALTH

Marriage
Cognitive impairment scale

Divorce
Behavior Problems

Depression

Fouszu Alcohol use

Type of Awe/lire
Drug abuse

Ho. of persons in household
Relationship of persons in

CHANGES IN HEALTH STATUS

household
Morbidity
Functional limitations

INCOME AND NEALIE
Self-perceived health

Labor force participation
Total intone

FUNCTIONAp LEVELS

Sources of income
Social interaction

Net assets
Activities of daily living
Instrumental activities of

SOCIAL SERVICES
daily living

HEALTH RESOURCES
HMV CARE UTILIZATION

General hospitals
General hospital services

Private psychiatric hospitals
Nursing hope services

Public manta; health hospitals Home health care

Nursing hopes
Rehabilitation

Other institutional resources
Mental health hospitalization

Community-based resources
Mental health outpatient

Health plofeseions
services

Other professional resources
Alcohol and drug abuse centers

Physician services/visits

HEALTH EXPENSES
Dental services/visits

Costs of care
Prescription drugs

Out-of-pocket costs Other

Medicare
Medicaid

gliER BROAD CATEGORY

State expenditures
/OR SAMPLING UNIT

Private insurance x Product-specific
accidental injury
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SPONSOR: Department of igricuture (USDA)

TITLE: Nationwide Food Consumption Survey 1977-78

PURPOSE:

DESIGN:

CONTENT:

Project Director: Robert L. Rizek, Director
Nutrition Monitoring Division
Human Nutrition Information Service
U.S. . apartment of Agriculture
6505 Belcreet Road, Foom 368
Hyattsville, MD 20782

The survey in designed to provide basic data on our ent food
consumption patterns and on the nutritional quality of
dietary intakes by the U.S. population. The data are used
for administering publio programs affecting food supply,
safety, distribution, and consumption; planning food
assistance and educational programs to improve dietary
practices; and providing baseline data for research.

The Nationwide Food Consumption Survey 1977-78 was collected
from 14,930 households of 1 or more persons. The households
sere from a statietioally selected sample of all private
households the 48 conterminous states, stratified by
rftion, urbanization, and geographio or demographic
similarities. Separate samples were drawn for each quarter
in the period April 1977-Harch 1978.

Supplemental eurveya were condtoted in Alaska, Hawaii, and
Puerto R.Jo and ..7: the elderly and those households
eligible for foct et :no. A follow-up of the latter was
conducted in 1974;\ determine the effects of changes in
the ford stn, p.

For each houeehola Oat .ere collected on household food
used at home during the 1 evioua 7 days along with
inforoation on chalactariatios of the household that right
be related to f6,:d :oneumption: hone food production; the
previous year's household moose before taxes; participation
in food programa; education, occupation, and eaployment
statue of the male and female Node of household; and
household size and composition.

For individuals in the households, data are collected about
each item of food consumed: a detailed dee:xiption of the
item; amount consumed; when, with whom consumed; type of
service and amount paid for food purohaoed and consumed away
from home. Data were collected for a 3-day period in all
surveys except the elderly survey and the follow-up survey
of low-income households, for whioh data were collected for
1 day.

TEARS or DATA Food consumption surveys have been corducted in 1936-37,
COLLECTION: 1942, 1948 (urban sample only), 1955, 1965-66, 1977-78, and

1979-80 (2-year follow-up survey of low-income hcaeholds).
Only the most recent surveys (196 j-66, 1977-78, 1979-80)
contain Oata on individual diet:ry intakes.
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SPONSOR: Department of Agriculture (USDA)

TITLE: Nationwide Food Consumption Survey 19T7-78

PUBLICATIONS: Final reports have been published for 1977-78 for food
consumption by household, region, and season; also for
dietary levels by household, region, and season. Reports
and a complete list of titles are available from contact
person.

AVAILABILITT Data tapes are available through the National Technical
OF UNPUBLISHED Information Service (NTIS), U.S. Department of Commerce,
DATA: 5285 Port Royal Road, Springfi.Ad, VA 22161.

CONTACT:

Data for elderly are in two tapes:

Elderly Household Food Consumption Survey, 1977-78
P883-137281

Elderly Individual Food Intake Survey, 1977-78
P883-134023

Robert B. Reese or Sharon J. ;dale
USDA
(301) 436-8485

Vf
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SPONSJR: Department of Agriculture (USDA)

TITLE: Nationwide Food Consumption Survey 1971 -78

TYPES OF DATA COLLECTED

Data Public- Data Public-
File One File Use

Tape Tape
DEMOGRAPHIC DATA HEALTH

x Educational level Acute and chronic conditions
x : Race Disability days
x Ethnicity Chronic limitation:
x : of activity

H. ital atatua of mobility
Migration or mobility Impairnenta

Usual activity status
VITAL STATISTIC
Natality Amnon DRUG ABUSE,
Mortality AMMILLialla
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
HOUSING Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity

Functional limitations
INCOME AND WEALTP Self-perceived health

x x Labor force participation
x x Total income FUNCTIONAL LEVELS

x Sources of income Social interalon
Vet besets Activities of daily living

Instrumental activities of
;OCTAL SERVICES daily living

PALM RESOURCES CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public Dental health hospitals Hose health care
Nursing homcs Rehabilitation
Other institutional resources Mental health hoapitalization
Coccovity-based resources Mental health outpatient
Health professions Services
Other professional resources Alcohol and drug abuse oentera

Physician services /visits
11F-AMEE12= Dental services/visits
Costa of care Prescription drugs
Out-of-pocket caste Other
Medicare
Medicaid OTHER BROAD CATEGORE
State exionditurea FOR SAMPLING UNIT
Private insurance x > Food consumption
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SPONSOR: Departeant of Agriculture (USDA)

TITLE: letloowlde Food CoeaumptIoe Survey 1977-78

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE
Unweichted

Ago Nurber in SacPle Nonreanonst late

Total 30,770

Under 65 27,735
65-'4 1,958

75-84 887

85+ 190

SIZE OF SAME
UNNEICHTED NUMBER IN SANTa

Elderly
Low
Incove

Low Inccae Puerto
Follow-up Rico

Total 8,036 12,47 8,492 7,950
under 65 1,923 11,267 7,482 7,245

65-74 3,780 986 597 435
75-84 1,865 486 353 202
85. 468 108 60 68

&et

Alanke Hawaii

Total 2,393 3,086

under 65 2,348 2,793

65-74 ,5 216

75-84 6 63

85. 2 12

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

L110 Date File Publle-Use Tare Published Tablet

Date of birth
Social Security no.
Veteran statue
GeoLrapbJc (lets

Lament unit 48 conten Sr- (tare or. 48 conteradaout
OW, eteteb dere filer) states

Sealleot unit 9 Ceraus 4 Cenrut. lecirne
0,vieSons

ALe
Sirije yeat-
60-64

65.

65-74, 75-84, 85+
Other 65-74, 75

142
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SPONSOR: Department of Rousing and Urban Development (HUD)

TITLE: Amerloan Souping Survey (ASS)

PURPOSE:

Project Director: Duane T. HoGough, Division Director
Division of Housing and Demographic,
Analysis

Office of Policy Development and
Research

Office of Economic Affairs
U.S. Department of Housing and

Urban Development
451 Seventh Street, SW
Washington, Dr 20410

The primary purpose of the ARS is to provide current and
ongoing so, tea of data on the size, state, and composition
of the nation's housing and Its occupants.

DESIGN: The current basic national ARS sample is 47,000 housing
units chosen from the 1980 Gnus.

There are 44 metropolitan sample (MS) areas with sample
size for each KS of 4,250 or 8,500 housing units. The 44
metropolitan areas are covered over a four-year cyole,
1.e., 11 areas are interviewed each year.

The AHS is longitudinal sample. Addressee, reca1 in the
sample and are eliminated only in the event of a redesign or
sample reduction. An all-new sample was selected for the
1985 ARS-National; however, it can be linked with the 1980
census.

CONTENT: Type and age of dwelling, size, facilities, condition of
dwelling, previous residence; cost of home, method of
payment, 1400011 of occupant; 1985 energy supplement; 1985
second-home supplement.

TEARS OF DATA
COLLECTION:

National Sample:

Annually 1973-81; biannually 1983-85 and future years.

Petro Sample:

1974-76 60 SHSAn (20 SMSAs each year for 3 years);
1977-80 60 SMSAs (15 SHSAn each year f,r It years);
1981-84 44 SKSA3 (11 MA* each year for 4 years);
1985-88 44 SMSA3 (11 SHSAa each year for 4 years).
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SPONS311: Department of Rousing and Urban Development (EUD)

TITLE: American acing Survey (AHS)

PUBLICATIONS: National AHS--19 available beginning December 1986; lent
volume by Ooto' 1987:

(A) General Houning Chcraoteristice for the United Staten
and hegions;

(B) Indicators of Housing and Neighborhood Quality by

Financial Chsraoterintica for the United Staten And
Regions;

(C) Financial Characteristic* of the Housing Inventory for
the United Staten end ReVonn;

(D) Houaing Charaoteriatioa of Feoent Hover") for the United
Staten and Regiona;

(6) Urban and Rural Housing Charaoterintion for the United
Staten and Region,:

(F) Energy-Related Housing Characterintica for the United
Staten and Regions.

betronolitan ABS -1985. One volume for each metropoiiten
area, Hay 1987 through August 1987.

AVAILABILITY National: ABS - -1985 micro data t-pe - -April 1987;
OF UNPUBLISHED Betropolitan: ARS - -1985 micro data ,e- -January 1987.
DATA:

CONTACT: Iredla F. Irby
HUD
(202) 755-5060

1'4
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SPONSOR: Delwrtbent. of Hounint and Orhan Dew:levant (HUD)

TITLE: LLArican Dousing Survvy (ABS)

TYPES OF DATA COLLECTED

Data Public- Data Public) -
Ale U30 File Use

Tape Tape
VElk,GRAPHIC DATA LILLIE
Educational level Acute and chronic conditionsx

Race Disability dayn
A Ethnicity Chronic lialtations:
x Sex of actisit,

Marital statue of nobility
: Nitration or nobility ImpairDente

Usual aotivity /aeon
lum. sTATIMIC5

x Natality ALMV.6PEZLILUIL
x Mortality LP MENTAL PEALT4
x Marriage Cognitive ixpeireent reale
x Divorce Dehav'or Problarr

Dvpnebbion
Malps Alcohol use

A Type of dwelling Drug abuse
x Ho. of persona in hourebrOd

Relationehip of porrona in OANGES IN HEALTH STATUS
x hourehold Morbidity

Functions' lialtatione
jAICORE AND NEALTU Silt-perceived health

x Labor force participation
x Total incoce rUNCTIONAL LEVLS
% Sourccr of krcone SooSal interaction

Net erect* Aotivitiee of daily living
Inatrurental activities of

:OCTAL SEPVICES. daily living

UFALIV RESOURCES. REALTP CAPE UTILIZATION
General horpitale General hospital services
Private psychiatric horpirals Nuraing he aervicen
Public genial health hospital* Hone health care
Fureing hoe.. Rehabil:tation
Other institutional rerourcee Mental health hospitalisation
Ccenunity-hawed rebOUrCO3 Mental health outpatient
Health profeenions service*
Other proPenelonal resource. itcohol and drut abuse centers

Ph:eiclan pervices/vielte
rEALT11 EXUNSES Dental aervicee/vitits
Corte of ears Prescription drugs
Out-of-pocket cent. Otter
Medicare
Fedicaid UTNE, PROAD CATNAP(
State expenditure. fOR SAMPLIFG UNIT
Private insurance
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SPONSOR: Department of Mousing and Urban Development. (BUD)

TITLE: American Sousing Survey (AM)

;ELECTED ITEMS IN_RATA

SIZE OF SAMPLE
Muller of

lote Unite in Sarnia Nonreenonnealt

Total Nati: 47,000
Metro: 68,000 3.3f

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

;tea Data File PubliO-Vat TON) Publjahad Tables

Date of birth
Social Security no.
Veteran status
Geograplic data
Largent unit
Smallest unit Not applicable

Age olaseen
Single years

60-64
65.
65-74, 75-84, 85.
Other
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SPONSOR: Department of Labor

TITLE: National Longitudinal Surveys of Labor Market Experience of
Older Men (Farces Survey)

CONTRACTOR: Center for Human Resouroe Research, Ohio State University

PURPOSE:

DESIGN:

CONTENT:

Prcject Director: Kenneth I. Wolpin, Di'ector
Center for Human Bean:roe Research
Ohio State Universit;
650 Ackerman Road, Suite A
Columbus, OH 48202-1501

To study labor market problems and experiences of
middle-aged and older men as they move toward and into
retirement.

Stratified probability sample representative of U.S.
civilian population of males ages 45-59 in 1966, with an
oversampling of blacks. Original sample n 5020. Humber
interviewed in 1983 m 2633 (52.55). Of original number,
29.8$ were deceased and 17.7$ disappeared from sample for
other reasons.

Abbreviated lifetime employment experience prior to initial
survey; detailed employment experience 1966-1983;
self-reported health limitations affecting work; attitudes
toward jobs and toward work in general; income (by source)
and assets; detailed family coppoaition record.

The National Longitudinal Surveys Handbook, published by the
Center for Haman Rasouroe Reaearoh, Ohio State University,
annually shows a detailed list of variables and years in
whioh each was collected.

YEARS OF DATA Face-to-face personll interviews: 1966, 1967, 1969, 1971,
COLLECTION: 1976, 1981.

Mail questionnaire: 1968.

Telephone interviews: 1973, 1975, 1978, 1980, 1983.
No further interviews contemplated.

Data through 1983 currently available.

PUBLICATIONS: See Sproat, Kezia, The National Longitudinal Surveys of
Labor Market Experience: An Annotated Bibliography of
Research. Lexington, Mass: Lexington Books, 1985.

347
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SPONSOR: Department of Labor

TITLE: Motional Loogitudinal Surveys of Labor Market Experience of

Older Mm (Parsee Survey)

AVAILABILITY
OF UNPUBLISHED
DAM

Publio-use data tape available from HLS Users' Office,
Center for Human Resource Research, Coordinator of NLS
Users' Office, 650 !Alterman Road, Suite I, Columbus, OH,

43202-1501. Telephone: (614) 263-1682.

Data tapes (ICPSR 7610) are in the collection of the
Rational Archive of Computerized Data on Aging maint4ined by
the Inter - university Consortium for Political and Social
Research, P.O. Box 1248, Inn Arbor, MI 48106.

CONTACT: Coordinator of the RU Users' Office
(614) 263-1682.
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SPONSOR: Department of Labor

TITLE: National Longitudinal Surveys of Labor Market Experience
of Older Men (Parnes Survey)

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use Filo Use

Tape Tape
DEMOGRAPHIC DATA MUER

x x Educational level Acute and chronic, conditio-,
x x Race Disability days
x x Ethnicity Chronic limitations:
males only Sex of activity
X X Marital status of mobility
x x Migration or nobility 1976, 1976, Impairments

1981 1981

VITAL STATISTICS x x Usual activity status
x x Natality
x x Mortality ALCOHOL. DRUG ABUSE,
x X Marriage AND MENTAL HEALTH
x a Divorce Cognitive impairment seal.

Behavior problems
MOUSING Depression
Type of dwelling Alcohol use

X x No. of persons in household Drug abuse
x x Relationship of persons in

household CHANGES IN HEALTH STATUS
Morbidity

INCOME AND HEALTH Functional limitations
x x Labor force participation x Self-perceived health
x x Total income
x x Sources of income FUNCTIONAL LEVELS
x x Net assets 1981 1981 Social interaction

1976, 1976, Activities of daily living
SOCIAL SERVICES 1981 1981

Instrumental activities of
HEALTH RESOURCES daily living
General hospitals
Private psychiatric hospitals HEALTH CARE UTILIZATION
Public venial health hospitals General hospital services
Nursing hoses Nursing home services
Other institutional resources Hose health care
Community-based resources Rehabilitation
Health professions Mental health hospitalization
Other professional resources Mental health outpatient

services
HEALTH EXPENSES Alcohol and drug abuse zenters
Costs of care Physician services/visits
Out-of-pocket costs Dental services /visits
Medicare Prescription drugs
Medicaid Other
State expenditures
Private insurance OTHER BROAD CATEGORY

FOR SAMPLING UNIT
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SPONSOR: Department of Labor

TITLE: National Longitudinal Surveys of Labor Market Experience
of Older Men (Parma Survey)

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Following data are for 1981:
PLO Fmber in Servile Nonresponse Rate

Total 3.639 238
Under 65 1.483 24$
8544 2,156 238
75-84
85+

Eligible for interview fret original sample
(J.e., excluding deceased)

AVAILABILITY AED LOCATION OF SPECIFIC DATA ITe'S

Item Data File PublIc-Use Tape published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit U.S. U.S.
Smallest unit Census die. Census My.

Age classes
Single yeas
60-64
65.
65-74, 75-84, 85.
Ctber 65 -69; 70-75

Cerrue Bureau hes ssr.
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SPONSOR: Duke University, Center for the Study of Aging and Human
Development

TITLE: Durham Older Ages-icons Resources and Services (OARS)
Community Survey

Project Director: Lind E. George
Director, Data Archive
Dos 3003
Duke University Medical Center
Durham, NC 27710

PURPOSE: The original stud). (1972-73) was intended to (1) assess the
functional status of a representative sample of older
persona residing in the community and (2) develop a
methodology (the OARS methodology) for assessing the multi -
dimensional functional status of older persona. The
purfoses of the longitudinal follow-ups (1974, 1975) were to

(1) determine the validity and reliability of the OARS
methodology and (2) monitor changes in functional status
over time.

DESIGN:

CONTENT:

The study is a oross- sectional survey consisting of personal
interviews, with a longitudinal follow-up of a subsanple.
The Durham OARS Community Survey consists of 4 teat dates.
The sample first tested during 1972-73 included 997
respondents and comprised a 1-in-10 random stratified area
probability sample of Durham County, N.C. A randomly drawn
subsample, with specified kinds and numbers of impairments,
was chosen for a validation study. This submople was
examined in both 1974 (n . 120) and 1975 (n 116). Later

7975, a one-third random sample of the initial group was
resurveyed, using a shorter telephone survey.

Two major content areas are functional status and service
utilization. Functional frAtus is viewed as having 5
distinot components: social resources, economic: resources,
Physical health, rental health, and activities of daily
living (self-care capacity). Multiple indicators of each
dimension were included in the surveys. Questions about
services focused on the perceived need and actual
utilization of generio types of services. This study was
instrumental in developing the OARS methodology, which has
continued to be used in current major studies of the
well-being of older people.

TEARS OF DATA The original study was conducted in 1972-73, with follow-up
COLLECTION: in 1974, 1975, and later in 1975.
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SPONSOR: Duke University, Center for the Study of Aging and Human
Development

TITLE: Durham Older Americana RamoJrnee and Servioms (OARS)
Community Survey

PUBLICATIONS: Duke University Center for the Study of Aging and Hunan
Development. HUltilimeneionsl Functional lauesament; The
muipthgfisawyjjkamia. Durham, N.C.: Center for the
Study of Aging and Human Development, 1978.

Linda E. George, Richard Lenderman, and Gerd:: G.
Fillenbaue. Developing Measures of Functional Status and

Service Utilization; Refining and Extending the OARS
Methodology. Durham, N.C.: Center for the Study of Aging

and Human Development, 1982.

L.K. George and 0.0. Fillenbaum. OARS methodology: A
decade of experience in geriatric assessment. Journal of
the American Geriatrics Society, 1985, 33:607-615.

LVAILABILITY All four coemunity surveys are on a single data tape with

OF UNPUBLISHED documentation contained in a codebook. The data are

DATA: available in either EBCDIC or $253 format.

CONTACT Linde E. George
(919) 684-3204
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SPONSOR: Duke University, Center for the Study of Aging and Roman Development

TITLE: Durham Older americans Reaouroes and Servioes (OARS) Community Survey

TYPES OF DATA COLLECTED

Data
File

PuDI10-
Uaa
Tape

DEMOGRAPHIC DATA
Educational level
Raoe

Ethnicity
Sex

Marital statue
Migration or mobility

VITAL STATISTICS
Natality
Mortality

Marriage
Divorce

Ur-ag
Type of dwelling
No. of persona in household
Relationship of persona in
household

XECOME AND WEALTH
Labor force participation
Total inoome
Sources of income
Net assets

SOCIAL SERVICES

FILTH ELOYGeneral

hospitals
Private paychiatrio hoapitala
Public mental health hospitals
Nursing homes
Other institutional resources
Community-based resources
Health professions
Other profeasional reaour,ea

HEALTH EXPENSES
Coats of care
Out-of-pocket costa
Medloare
Medicaid
State expenditures
Private insurance

153

Data
File

Publio -

Use
Tape

x

x

x

x

x

x

flEALTH

Aoute and chronic oonditiona
Disability days
Chronio limitations:

of activity
of mobility

Impairments
Usual aotivity status

ALCOHOL. DRUG ABUSE,
AND MENTAL REALM
Cognitive impairment scale
Behavior problems
Depression
Alcohol one
Drug abuse

CHANGES IN ppoll STATUS
Morbidity

Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social isteraotion
Aotivitiea of daily living
Instrumental aotivitlea of
daily living

UEALTF CARE UTILIZATION
x General hospital services
x Nursing home servioea
x Home health oare
x Rehabilitation
x Mental health hospitalization
x Rental health oitpatient

nervioea

Alcohol and drug abuse centers
Physician :services/visits
Dental servioes/visits

x x Preaoription drugs
Other

ETHER BROAD CATEGORY
FOR SAMPLING UNIT
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SPONSOR: Duke University, Center for the Study of Aging and Human

Development

TITLE: Durham Older Americans Resources and Services (OARS) COmmon127

Survey

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Age Number in UpPle NonresmonSe Rote

Total 997
Under 65

65. 997

AVAILABILITY AND LOCATION OP SPECIFIC DATA ITEMS

Item Dots File _10110-Use Teel PuhliShed Tables

Date of birth
Social Security no.
Veteran status
Geographic data

Largest unit County Cou..ty

(Durban)

Smallest unit
Age classes
Single yearn
60-64
65.
65-74, 75-64, 85.
Other

405
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SPONSORS: Employee Soperlt Rosearch Institute and the
Departmnt or Swath and Human Services (1983)

Department of Later and Sm:tal Sectrity Administration
(1979)

Dei.artrenta of imagery, Laver, an Health, Education,
and Welfare 11972)

TITLE: Survey of Plosion and Netireetnt Plar Coverage, 1972, 1979,
1983

CONTRACTOR: All three aurveya were condue..e4 by the Bureat of Census.

Project Director: See ataffing duJoribed in ivblications.

PURPOSE: 1972: To estimate retirement plan kneramc for oersons
working full-time in private indu.

DESIGN:

CONTENT:

1979: To estimate retirement plan coverage for all civilian
workers provided by employer- or union -sponat.ed plane,
individual retirement accounta for nonoovered workers, and
Ieogb plena.

1983: To add to 1979 oov..rago universal individual
rettresent accounts and 1101(E) plane.

1972: The survey questiona were added for half of the
sample houaeholds in the April 1972 Current .opulation
Survey (CPS)

1979: The aurvey was linked to the Hay CPS, the Pay and
June earnings aurvey, and the March income supplement.

1983: The survey wee linked to the Hay CPS, the Hay and
June earnings aupplement, and the March income supplement.

1972: A question was added to the CPS: Excluding social
security, railroad retirement, and veterana' pensiona, are
yc,u covered in your present full-time job bye pension or
profit - sharing plan providing retirement benefitaT

1979: Coverage extended to all civilian workers and to
employer- or union -aponeored plane.

1983: Coverage further extended to include universal
Individual retirement accounts and 401(E) plans.

TEARS OF DATA 1972, 1979, 1983. No fuether plane for future surveys.
COLLECTION:

PUBLICATIONS: 1972: Coverage end Vesting or Full-Time Employees Under
Private odirement Ilene. September 1973, Department of
Health, Llucation and Welfare, Social Security
Administration. DREW Pub. No. SSA 74-11908 an0 Department
of Labor, Bureau of Labor Statiatios, BLS Report No. 423.
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SPONSORS: Employee Benefit Research Inetitute and the
Department of Bealth and Human Services (1983)

Department of Labor and Social Security Administration

(1979)

Departments of Treasury, Labor, and Health, Education, and
Yelfare (1972)

TITLE: Barmy of Peamion and Retirement Plan Coverer, 1972, 1979.
1983

PUBLICATIONS: 1979: Daniel J. Beller, "Coverage Patter= of Full -Time
Employees Under Private Retirement Plans. ;ociel SscUritE
Bulletin (July 1981): 3-11.

Gayle Thcapaon Rogers, "Vesting of Private Pension Benefits
in 1979 and Changes from 1972. Social Security Bulletin
(July 1981): 12-29.

1983: Eaployee Benefit Realism!) Inetitute Publications:

Rase Brief, Nos. 32 and 33.

B.S. Andreae, 7bo ChenElne Profile of Pensions in America.
Washiwyton, D.C.: Employee Benefit Research Institute.
1985.

AVAILABILITY Data Users Service Division, Bureau of the Census,
OF UNPUBLISHED Washington, DC 20233.
DATA:

CONTACT: ;Sons Seliger

Employee Benefit Research Institute
2121 1 Street, NW
Washington, DC 20037
(202) 463-8148

136
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SPONSOR: Employee Benefit Research Institute and the Department of Health and Human
Services (1983)

TITLE: Survey of Pension and Retirement Plan Coverage. 1912. 1979. 1983

TYPES OF DATA COLLECTED

Data Public- Data Public -
Pile Use Pile Use

Tape Tape
DEMOGRAPHIC DATA

urAkrd
x x Educational level Acute and chronic conditions
x x Race Disability days

Ethnicity Chronic linitationa:
x x Sex of activity
x x Marital statue of mobility

MINration or mobility Inpairments
Usual activity status

VIAL SIATIS71LS
Natality /ALCOHOL. DAUO ABUSE,
Mortality AND MENTAL_NEALIN

x x Marriage Cognitive iapairoent seals
Divorce Behavior problems

Depression
HOUSING Alcohol sae

x x TyrN of duelling Drug abuse
No. of pe'xons in hous:.told

x x Pelationablp of person:, In CHANGES IN HEALTH STATUS
household Morbidity

Functional linitstions
INCOME AND WEALTH Self-perceived health

x x Labor force participation
x x Total Sneak° FUNCTIONAL

x Sources of income Swirl intercotion
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICES daily litinn

HEALTH RESOURCES HEALTH CARE UTILIZATION
Cameral hospitals Cetera' hospital services
Private psychiatric 'oapitals Nursing home services
Public mental health hospitals Home health care
Nursing home* Rehebilitlon
Other institutional resources Mental health hospitalisation
Coamunity -based resources Mental health outpatient
Health professions cervices
Other professional resources Alcohol and drug abuse

centers
HEALTH P.7IPENSES Physicist services/visite
Costa of oars Dental aervicea/visits
Out-of-pocket costs Prescription drugs
Medicare Other
Yedicald

State expenditures OTHER MAD CATEOORT
Private insurance TUN SAMPLING UNIj

x Pension Coverage

157
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SPONSOR: Fmplcyce Benefit Research Inatitute and the Department of Health
and Ihman Services (1983)

TITLE: Survey of Pension and Retirement Plan Coverage. 1972. 1979. 1983

SELFCTFP ITEMS IN DATA OFT

SIZE OF SAMPLE

Itic Fumher Jr Saanle Nonreaponne Ratt

1983

1979

1972

32,535
30,000
15,000

11.51

151

AVAILABILIIT AND LOCATION OF SPECIFIC DATA ITDM

II LEP Fete File Public -Use Teo° Published Table.

Date of birth
Social Security no.
Veteran atatua
Ceograptio date
Largeat unit U.S. U.S.

Scaliest unit ZSZA `.)LS!

Age clreaee
Singh -yearn Y a

60-64

65.
C5-74, 75-84, 85.
Other

I St
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SPONSOR: Food and Drug Administration (FDA), Department of Health and
Human Services (DHSS)

TITLE: Dietary Supplements Surrey

Project Director: Raymond E. Schus.ter, Staff Advisor
Office of Nutrition
Division of Constmer Studies
Food and Drug Administration
200 C Street. SY
Washington, DC 20200

PURPOSE: Data were collected to provide quantitative eetimatea of
nutrient intake from vitamin end mineral supplements for the
U.S. population.

DESIGN: Data were colleoted by telephone interviews from a
representative aample of telephone households (n 2,991).
An eligible respondent (adult age 16 or over) was randomly
selected and interviewed. Sample was stratified by age
(16-24, 25-64, 65 and over) with apprsximately equal n In
each strata. Ncorsaponer ate was approximately 20.
Quantitative inta...c iseoti4o of questionnaire is being
replicated In 1966 National Health Interview Survey.

COWIE= : Information collected monists of quantitative reports of
vitamin and mineral supplement use, purchase

oharecterietioe, Influence source°, health attitudes and
behavior, and demographic's.

TEARS OF DATA Sk7ryty was conducted in 1960. Quantitative intake *action
COLLECTION: is being rt;licated in the 1966 National Health Interview

Survey.

PUBLICATIONS: Long, A.S. and &bucker, R.E., Attitude and Lifestyle
Profiles of Behaviorally Defined Segments of Dle,arY
Supplement Users. Unpublished. Food and Drug
Administration, Vaahington, D.C.

Stewart, !LC., HolDonald, J.T., Levy, 4.3., Schuoker, R.E..
and Henderson, D.P. Vitamin/Mineral Suppleaent Use: A
Telephone Survey of U.S. Adults (in press).

APAILUILITT Certain data are available from NTIS. Data tapes are not
OF UNPUBLISHED currently available to public. For more information
DATA: contact Dr. Alan S. Levy.

CONTACT: Alan S. Levy

Division of Consumer Studies
NT -280
food and Drug Aduinintration
200 C Street. SW
kraahington, DC 20200

(202) 472-200
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410



406

SPONSOR: Food and Drug Administration (FDA), Department of Health and Human Services

(D4HS)

TITLE: Dietary Supplements Survey

TTPES OF DATA COLLECTED

Data Public- Data Pu:lic -

File Use File Use

Tape Tape

DEMOGRAPHIC RAIL HEALTH

x Educational level Acute and chronic conditions

x Race Disability days

x Ethnicity Chronio limitations:

x Sex of activity

Marital status of nobility

Migration or nobility Impairments
Usual activity status

x

17,

VITAL STATISTICS
Natality ALCOHOL. DRUG_AINISE,

Mortality AND MENTAL. HEALTH

Marriage Cognitive impailzent scale

Divorce Behavior problems
Depression

!DOSING Alcohol use

Type of dwelling Drug abuse

No. of persons in household
Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity

INCOME AND WEAlaa
Labor force participation
Total income
Sources of 100030
Net assets

;OCTAL SERVICta

Functional limitations

x Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living
Instrumental activities of
daily living

HEAL1118=a4 HEALTH CARE UTILIZATION

General hospitals General hospital services

Private psychiatric hospitals Nursing home services

Public m.intal health hospitals Home health care

Nursing homes Rehabilitation

Other institutional resources Mental health hospitalization

Community -based resources Mental health outpatient

Beano professions services

Other professional resources Alcohol and drug abuse centers
Physician services/visits

HEALTH MEtara Dental servicea/visfts

Costs of care Pres-ription drugs

Out-of-pee:at costs Other

Medicare
Medicaid OTHER BRO;D CATEGORT

State etponditures FOR SAMPLING UNIT

Private insurance x Dietary supplements

411
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SPONSOR: Food and Drug Aftlnistration (FDA), Department of Health and
Human Services (MS)

TITLE: Dietary Supplements Surrey

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

AA0 Number in Sample Nonresponse Rate

Total Approx. 2,700
Under 65 Approx. 1,800
65+ Approx. 500

AVAILIBILITT AND LOCATION OF SPECIFIC DATA inms

Item Data File Public-Use Me Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit
Smallest unit

Age °leasers

Single years
60-64
65+
65-74, 75-84, 85+
Other

x

x

161
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SPONSOR: General Accounting Office (GAO)

TITLE: Wareing Some Data by State, 1976 -80

Project Director: Susan Van Gelder, Assignment Manager
Hunan Resources Division
General Accounting Office
330 C Street, SW
Washington, DC 20201

PURPOSE: To examine trends in nursing home bed supply and Medicaid
nursing home expenditures and utilization over a 5-year

period.

DESIGN:

CONTENT:

The universe was each state in the United States except

Arizona. Data were collected for the period 1976-80 through
a telephone and mail survey of Medicaid officials in AS
states and the District of Columbia. State-supplied data

were combined with Medicaid expenditure data from the Health
Care Financing Administration, and Census Bureau population

data.

Data were collected on several areas of nursing hose care:
licensed and Medicaid-certified nursing hose beds, Medicaid

and private pay patient days, Medicaid reimbursement rates,
Medicaid skilled nursing facility and intermediate care

facility expenditures, and other loss quantitative variables
in order to examine trends in supply and expenditures and to

determine how these trends related to ohanging patient
Characteristics (a separate data base) and state

reimbursement systems.

TEARS OF DATA Data collected in 1981 -82 for the pe "iod 1976-80.

COLLECTION:

PUBLICATIONS: "Medicaid and Nursing Bone Care: Cost Increases and the

Need for Services are Creating Probleza for the States and
the Elderly, GAO/IFE -84 -1, October 21, 1983.

AVAILABILITY Not available.
OF UNPUBLISHED
DATA:

CONTACT: Susan Van Gelder
(202) 426-5246
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SPONSOR: General Accounting Office (GAO)

TITLE: 'Waft Soma Data by State, 197640

TYPES OF DATA COLLECTED

Data Public- Data Publio -
File Use File Use

Tape Tape

LIEZDADITSPATA IMAM
Educational level Acute and chronic conditions
Race Disability days
Ethnicity Chronic limitations:
Sex of activity
Marital status of mobility
Migration or mobility Ispairmenta

Usual activity status
VITAL STATISTICS
Natality *coot. DRUG ABUSE,
Mortality AND MENTAL REAM
Marriage Cognitive impairment scale
Divorce Bahavior problems

Depression
HOUSING Alcohol use
Type of dwelling Drug abuse
No. of persona in household
Relationship of persons in gigicagIiiiFALIERNM

homaehold Morbidity

Functional limitations
INCOME AHD WEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sourcla of Snow. Social interaction
Net assets Activities of daily living

Inatrumental activities of
;OCTAL SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health care
Nursing boa Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician aervicea/vialta
PEAL : EXPENSES Dental sorvicea/visita
Coats of care Prescription drugs
Out -of- pocket coats Other
Medicare
Medicaid 9TBER BROAD CATEGORT
Strte expenditures FOR SAMPLING UNIT
Private insurance
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SPONSOR: General '000unting Office (GAO)

TITLE: Naming Bows Data by State, 1976-80

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Afi0 Number in Semple Nonreaponee Rate

Total
Under 65 Not applicable
65-74 Data aggregated by state
75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tope Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit U.S. U.S.

(except AZ) (except AZ)

Smallest unit State State
Age classes

Single years
60-64
65+
65-74, 75-84, 85+
Other
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SPONSOR:

411

Health Care Financing Administration (HCPA), Department of
Health and Human Servicea (MS)

TITLE: Muster Provider of Services File

PURPOSE:

DESIGN:

CONTENT:

Project Director: Frank L. Kirby
Office of Statiatics and Data Management
Bureau of Data Management and Strategy
Health Care Financing Administration
Room 1-F-2, Oak Meadowa Building
6325 Security Boulevard
Baltimore, HD 21207

To automate the provider certification activity.

All Medicare and Medicaid participating inatitutional
providera.

Provider characteristics:

o Name and addreaa
o Medicare provider number
o Staff size
o Bed 31Z0
o Services authorized
o Accreditation
o County, Metropolitan Statiatical Area codex'

The file 13 produced from the Medicare/Medicaid Automated
Certification System (MACS).

TEARS OF DATA Reflect!, the Medicare recertification oycle - -from one to
COLLECTION: three years depending on type of inatitution. Updated daily

on a flow baaia.

PUBLICATIONS: Hone.

AVAILABILITI Current file available on magnetic tope or listing. Contact
OF UNPUBLISHED Office of Statistics and Data Management.
DATA:

CONTACT: Frank L. Kirby
(301) 594-0942
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Si iNSOR: Health Care Financing Administration (HCFA), Department of Health and Human
Services (MS)

TITLE: Mester Provider of Services File

TYPES OF DATA COLLECTED

Data Public- Datr Public-

File Use rile Use

Tape Tape

DEMOGRAPHIC DATA URAL%
Educational level Acute and chronic conditions

Race Disability days

Ethnicity Chronic limitations:

Sex cf activity
Marital :statue of mobility

Migration or nobility Impairments
Usual activity !status

UTAL STATISTICS
Natality ALCOHOL, DRUG ABUSE,
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression

HOUSING Alcohol use

Type of duelling Drug abuse
of persons in household

Relaticnettip of persona in CHARGES IN HEALTH :TAM
household Morbidity

Functional lird.ations
IFC0rE Aim HEALTH Self-perceived health

Labor force participation

Total Income FUNCTIONAL. IEVLIIT,

Sources of !more Social interaction

Eet asset:. Activities of daily living
Instromentrl activities of

SOCISL SERVICES daily living

HEALTH RESOURCES MIT? CA(f DTILITATION

General hospitals Ceneral hospital services

Private psychiatric hoardtals Nursing bore services.

Public rental health hosplials lime health care
Furefft loses Rehabilitation

x N other institutional MCUINt's rental health h0ApitA13.443(rr

Cosounft)-bated resources rents: health outvetfent

realth professions services
Other professional resovress Alnohr4 and ditg abuts centers

Physician services/visits
ITALTL EFFETSES Dents' seivieet/visits
Costs of CAM Prescription drug,.

Out-of-poctet cost: Other
redicsre
heliGeld GTEEE BROAD CATEGORI
State xperditulet FOE SPITLIHG UNIT
Fitvett irnuinree
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SPONSOR: Health Care Financing Administration (HCFA), Department of
Health and Huran Services (NHS)

TITLE: Master Prarider of Services File

SELECTED ITEM IN DATA SbT

SIZE OF SAMPLE

Aae_. Number in Saael. 110nre3POnaa Rate

Total
Under 65
68-74 Not applicable
75-84
85.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITLIIS

;ten

Date of birth
Social Security no.
Veteran eatua
Geographic data
Largest unit
Smallest unit

Age classes
Single yeara
60-64
65.

65-74, 75-84, 82,1)
Other

63-532 0 86 14

Data File Public-Uae Tape Publiohed Tablea

Not applicable

167

418



414

SPONSOR: Health Care Financing Adainietration (HCFA), Department of
Health and Human Servioee (DHRS)

TITLE: Medicare Annual Summary: Person Summary File

Project Director: David V. Champney
Computer Systems Anslyet
Office of Stntletiae and Data Management
Bureau of Data Management and Strategy
Health Care Financing Adainietration
6325 Security Boulevard
Baltimore, MD 21207

The eummary file ie ueed to produce etatietical reports by
age, eex, race, and state of reeidenoe, 'showing number of
persons receiving reimbursed Medicare 'services and aaounte

reimbursed by type of barrio..

DESIGN: 5% sample of aged Medicare population based on Social
Security number. 25% sample of disabled Medicare population
based on Social Security number.

CONTENT: The file ie bleed on billy for the sample population. It

above utilization, charges, and reimburnemente by type of
etrviae for each person ueing reimbursed eervioea.

TEARS OF DATA This file ie created soraally after June 30, in its present
COLLECTION: form, beginning with data for 1978.

PUBLICATIONS: See Health Care Financing Adminietration Series Egegram

Aatiatice. Reports in this eeriee °omelet of detailed
etatieticel data on the Medicare program.

AVAILABILITI Tapes and tabulations for 1982 and 1983.
OF UNPUBLISHED
DATA:

CONTACT: David V. Champney or Irving Goldetein
HCFA
(301) 594-6128 (301) 597-5980
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SPONSOR: Eealth Care FinanoftE Adriniatraticn (RCFA), Departeent of Health and flutan
Servicea (NHS)

TITLE: Medicare Annual ftemary: Pereon Smeary rue

TYPES OF DATA COLICTED

Data Public- Data Public -
File Pee Filo Doc

Tap. Tape
PEHOGRAFFIC DATA

ligALIH
Educational level Acuts and chronic conditions

1 Race Disability days
Ethnicity Chroolo limitationa:

X Sex of activity
Marital status of ',ability
Migration or nobility lapairrenta

Usual activity statue

x

YLILLmmIrcs
Natality ItranalPPIAMM
Mortality elm MENTAL REAM
ar:late CoEcitive inpairment &sale

Divorce Behavior problem.,
Depreoalon

mum-0 Alcohol use
Typo of dwollinL Druz abuse
No. of persons in household
Relationship of persona in gRAEOES_IN REALM STATUS

household horbidity
Ft:notional lisitatione

/ECOVE AMP NEALTU Self-perceived health
Labor force participation
Total moors IIINCTICOAL LEVELS
Source* of incoce Social interaction
Net ehbety Activities of daily living

Inetrucental activities of
SOCIAL SERVICES doily living

gFALTR PEcOURCES geALTy CAPE TILITATIOR
General hospitals x General hospital ea vices
Private psychiatric hcapitala x Nursing has* services
Public sental health hospitals x Hoe° health care
Nursing hopes Rehabilitation
()the: institutional resources Mental health hospitalization
Costunity-baaed resources Mental health outpatient
Health professions services
Other ptofeational recourse': Alcohol and drug abuse centers

x Xilaician aerviceafvlaita
UFALTH EXPENSES Dental cervices /visits
Corte of care Prescription drui6
Out -of -pocket coats Other
Medicare
Medicaid aggp BROAD CATEGORY
State expenf4turet, fOR_SAKPLINO UNIT
Private inauraoce
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SPONSOR: Health Care Financing Adniniatration (HCFA). Department of
Health and Human Service. (DBMS)

TITLE: Medicare Anneal Bommary: Person Summary Tile

SELFUED INNS IN DATA SET

SIZE OF SAMPLE
Annual Hunt,. of

Age Perrone in Sprple NonrenrInne Pate

Total 1.3:0,000
Under 65 500,000 (disabled)

6S-74 500,000

75-84 250,000
85. 100,000

approximate

AVAILABILITY ALT LOCATION OF SPECIFIC DATA ITEMS

Item Pat* E.Als31122 FvbIlphed jetlee

Date of birth
Social Security no.
Veteran status
Geographic data

Largest unit Health aervice State, region,
area U.S.

Smallest unit County State
Age classes
Single yearn
60-64

65-74, 75-64, 85.
Other

Aged: 65-66, 67-66, 69-70. 71-72, 73-74, (5 -69, 70-74, 75-79, Po-84;
> 85.

D,nabled: < 35, 35-44, 45-54, 55-59, 60-64
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SPONSOR: Health Care Finanoirt Adninietrcticm (Hal), Deparbseot of
Health tad Hunan Services (DEM)

TITLE: Medicare Enrollment File

Project Director: Nary P. Clifford
Computer Systet Analyrt
Office of Statistics and Date Management
Bureau of Data Management trd Strategy
Health Care Finanoing Adrinistraticp
Oak Mesdous Building
6325 Security Boulevard
Beltisore, PD 21207

PURPOSE: To asintain intonation on the debogrophio end aotitlevent
status of Medicare enrollees, used in the adminiatreijoo of
the Medicare Progre.k

DESIGN: All Medicare enrollees.

CONTENTs art. end county of residence of Medicare enrollees and type
of enrollment (i.e., Part A and/or Pert B).
Date of birth, sex, race.

TEARS OF DATA Continuous file beginning with inception of Medicare
COLLECTION: program, July 1, 1966.

PUBLICATIONS: Annual Aedicare Program Statistics, OCTA

AVAILABILITY Contaot Irving Goldstein or Bob Butler.
OF UNPUBLISHED
DATA:

CONTACT: Irving Goldstein or Bob Butler
UFA
(301) 597-5980 (301) 597-5986

171

422



418

SPONSOR: Health Care Finanoing Adainietration (HCFA), Dopartsont of Health and Ruyan

Servires (DAPS)

TITLE: Medicare Ural:meet File

TYPES OF DATA COLLECTED

Data Public- Data Public -

file Use File Boo

Tape Tape

PEHOORAPHIC DATA
Educational level

Race
Ethnicity
Sex
Marital atstus
Migration or mobility

UAL
Acute and chronic condition
Disability days.

Chronic lialtationa:
of activity
of nobility

ispairnenta
Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DRVO ABUSE,

Mortality LERIZII7ALZALE
Marriate Coanitive lispairrent scale

Divorce Behavior problesa
Depression

UlqUE4 Alcohol use

Type of dvallini Drug abuse

No. of persons in household
Relationahip of persons in CHANCES IA ITALIE STATUS

household Morbidity

Functional lieltationa

LHCOCCE AND mum Self-perceived health

Labor force participation
Total incase fUECTIONAL LEVELS

Sources of loons. Social interaction

Net assets Activities of daily livint
Inatrusontal activitlea of

SERVICES daily livinL

RESOURCE:: HEALTH CAPE VTILIZATION

General hospitals General hospital services,

Private psychiatric hospitals burning hoe. services

Public rental health hospitals Boca health care

Duraint Meet, Rehabilitation

Other institutions) resources Nests) health hosilts)Juition

COCAUDItY -boxed resources Mental health outpatient

Health profeaaloca services

Other professional resources Alcohol and ant AbUY.d. Gentile.

Physician service /visits

ExALTH ENEMIES Dents: ...reface/el:Ate

Costa of care Prescription druaa

Out -of 900ket costs Other

Medicare
Medicaid OTEEP_EPOND CATECOET

State expenditures EQUAMIE2V.In.
Private insurance
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3PO1302: Bealtb Cera F164DOIC$ Adainietretioc (OCTA), Depertsent of
Health and Etman Services (DEM)

TITLE: Nedisere Marollamet Tile

=MD ITEM DUEL=

SIZE OF SAMPLE

Number enrolled
in Medicare

lAt (opproxlmte)

Total 29,000,000
ender 65 3,000,000
65-74 15,000,000

75-64 6,000,000
63. 2,500,000

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Nommaponte IBIS

Data File Publio-One Tale Pub'ished Teblee

Date of birth
Social Security no.
Veteran status
Geographic: data

Largest unit Census region Censua region
Smallest unit Zip code County

Age classes
Single years
60-64

65.
65-74, 75-84, 65.
Other
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SPONSOR: Health Car. Finanoing Adainiatration (HCFA), Department of
Health and Human Services (DITHS)

TITLE: The Medicare History Sample-1974 and Later

Project Director: Michael McMullan, Deputy Director
Office of Stetiatica and Data Management
Bureau.of Data Management and Strategy
Hialtb Caro Financing Adminiatration
Oak Meadows Building
6325 Security Boulevard
Baltimore, MD 21207

PURPOSE: The Medicare History Sample wall developed to provide a
longitudinal peraon -balled data file for statistical
research.

DESIGN: The Medicare Biatory File is a 55 sample of all Mediocre
utilization recorda based on terminal digits of the Medicare
claim number. It is a longitudinal file by person that in
updated periodically to include record), filed late and to
maintain ourrenoy by year of medical aervice.

CONTENT: The file contain:, demographic data, eligibility data, ar:1

Medicare utilization information for a 5% sample of
beneficiaries. Ret,rda for each stay in hospital or in an
extended care facility are added once each year. Summary
records for the year are oreated from phyaican payment
recorda, home health bills, and outpeiant Dille and
included annually. The utilization data include charge
anounta, type of service, dates of service, and diagnoaea.

TEARS OF DATA The file is up6ated annually. At present the yearn
COLLECTIOL: 1974-1981 are completed.

PUBLICATIONS: Lubitz and Prihoda, "One and Coate of Medicare Services in
the Lent Two Years of Life, geelth Care Financing Review,
Volume 5, Iaaue 3, Spring 1984.

Anderson and KnicksenA Adverse Selection Under a Voucher
Grouping Medicare Recipients by Level ei Expenditure,
juauirv, Summer 198':.

Anderson and Enickman, Patterns of Exhenditurea A cng High
Utilizers of Medical Care Services: 11.a Japer A e of
Medicare Beneficiaries, 1914-1977, tied:col Ce eebruary
1984.

YeSillan and Gornick, A Study of the °Croaeover
Population': Aged Persona Entitled to Both %edice of

Delcaid, Health core Finencink Review, V ame 4, leave 4,
Surer 1983.

Go: ck, Beebe, and Prihoda, Options for Change Under
gedloare: Impact of a Catastrophic Illnesa Expense,
Health Care Financing Review, Volume 5, Issue 1, Fall 1983.
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SPONSOR: Health Care Financing idminiatration (HCFA), Department of
Health and Human Services (DHNS)

TITLE: Tbe Medicare History Sample-1971 and Later

AVAILABILITY Data can be made available to contractors and gronteea.
OF UNPUBLISHED
DATA:

CONTACT: Earl Swartz
HCFA
(301) 597-5987
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SPONSOR: Health Care Financing Adminietration (HCFA), Department of Health and Human
Servicee (DM'S)

TITLE: The Medicare History Sasyle--19Te and Later

TYPES OF DATA COLLECTED

Data Public -

Dee
Tape

x

x

x

x

DEMOGRAPHIC DATA
Educational level
Race
Ethnicity
Sex

Marital statue
Migration or mobility

Data Public -

File Dee
Tape

x
HEALTH
Aqute and chronic conditions
Disability days
Chronic linitatione:
of activity
of nobility

Impairmente
Usual activity statue

VITAL STATIEELGI
Natality ALCOHOL. DRUG ABUSE,
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment 302'0
Divorce Behavior problems

Depression
FONSINQ Alcohol use
Type of dwelling Drug abuse
No. of persona in household
Relationship of persons in CHANGES IN HEALTH STATUS
household x Morbidity

Functional limitation
INCOME AND WEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LELZU
Sourcea of income Social interaction
Net a:seats Activities of daily living

Instrumental aotivitiea of
SOCIAL SERVICES daily living

HEALTH RESOURCES NEALTH CARE UTILIZATION
General hoapitale x General hospital cervices
Private psychiatric hospitale x Nureing home cervices (SNP)
Public rental health hospitals x Hone health care
Nursing hones x Rehabilitation
Other inatitutional reeourcea x Mental health hospitalization
Community-based reeouroea x Mental health outpatient
Health profeeeione services
Other professional reaources x Alcohol and drug abuse centers

x Physician services /visits

HEALTH EYPENSES Dental services/visits
Coats of care Breacription drugs
Out-of-pocket coats x Other
Mediocre
Medicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private ineurance
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SPONSOR: Health Care Financing Adminlatration (RCM, Depftrtvent of
Health Ind Susan Services (MRS)

TITLE: The Medicare Hinter, Sample -1974 and Later

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE
Nusber of Persons Nonresponae

Age in 5% Sample - annually Rate

Total 1.5 Hill on
Under 65
65-74 .75 Million
75-84 .40 Hi:lion
85+ .12 Million

AVAILABILITY AND LOCATION OP SPECIFIC DATA ITEMS

Act, Data File Punic -Use lablished Tables

Date of birth
Social Security no. x
Veteran status
Oeographlo data
Lareaat unit State
Smallest unit County

Age classes
Single years
60-64
65.

65-74, 75-84, 85. x
Other < 60
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SPONSOR: Health Care Finanoing Administration (Hai), Department of
Health and Rusin Serviosa (NHS)

TITLE: Mollearo tart B (DMI) 5-Percent ample 8111 Sunmary lemard

Project Director: blobael McMullan, Deputy Director
Office of Statistics and Data Management
Bureau of Data Management and Strategy
Health Care Financing Administration
Oak Meadows Building
6325 Security Boulevard
Baltimore, MD 21207

PURPOSE: To obtain timely data on the amount, type, plaoe, and ooat
of health care services used under the Supplementary Medical
Insurance (Ma Part B) Program.

DESIGN: A 5% sample of SMI bills is selected based on the
beneficiary's health insurance elate number. It is linked
to the Health Insurance Master File for additional
beneficiary and provider information.

CONTENT: Provides information identifying Pie beneficiary, the
phyalolanisupplier, total charges, and reimbursements, as
well as data on type and place of service.

TEARS OF DATA 1976 -83 --tapes oompleted, analytio studies ongoing.
COLLECTION: 1984 -- ongoing; budgeted and planned.

PUBLICATIONS: An Analysis of Services Received Under Medicare by Specialty
of Physicians, Health Care Finanoing Review, Volume 3,
No. 1, Sept. 1981.

AVAILABILIT! Unpublished data available either as hard copy or magnetio
OF UNPUBLISHED tape for the years 1976 through 1983. Contact Deputy
DATA: Director, Office of Statistics and Data Management.

CONTACT: Irving Goldstein
HCFA
(301) 597-5980
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SPONSOR: Health Care Financing Administration (HCPA), Department of Health and &men
Services (DENS)

TITLE: Medicare Part B (SMI) 5-Percent Sample BIll teary Beeord

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use File Use

Tape Tape
PEMOGRAPHIC DATA IMALIE
Educational levll Acute and chronic conditions

x x Race Disability days
Ethnicity Chronic limitations:

x x Sex of activity
Marital 'status of mobility
Migration or mobility Imptiirments

Usual activity status
VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
UNIEN Alcohol use
Type of dwelling Drug abuse
No. of persona in household
Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

1,nm:tit:nal limitctions

niCBSIUEDVIALM Ulf-perceived health
Labor force participation
Total income FSErtanigagel
Sourona of iroose Sooial interaction
Net assets Activitlea of daily living

Instrumental aotivities of
29gaLARIELM daily living

MEALTH RESOURCES HEALTH CON UTILIXATTON
General hospitals General boapital services
Private psychiatric, hospitals Nursing home 'services
Public e, :al health hospitsla x x Home health care
Nuising lo,...s Rehabilitation
Other institutional resorrces Mental health hzepitalization
'lemunity-based resources Mental health outpatient
Health professions service's
Other professional reaourceb 1.1cohol and drug abuse centers

X x Physician aervicendvialta
UEAtTH EXPENSES Dental aervicer/vialte
Coate of care Prescription drugs
Out-of.pooket coats Other

X x Medicare
Medicaid 9132Ma SMOLT
State expenditures nEIumunsita
Private insurance
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SPONSOR: Health Care Financing Adainiatration (HCFA), Department of
Health and Human Services (NHS)

TITLE: Medicare Part B (ssm) 5-Percent Simla Bill teary Reword

;ELECTED ITEMS IN DATA SET

SIZE OF SIMPLE

Age

Nuaber of MI Bills
in Sample Nonresponse Rate

Total 17.7 million
Under 65 1.6 million
65-74 8.5 million
75-84 5.7 million
85.6. 2.0 million

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

;tem Dots Pile Public-Use Tape Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit State
Smallest unit State

Age (Assam...

Single yearn
60-64
65+
65-74, 75-8e, 85+
Other
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SPONSOR: Health Care Financing Adminiatration (HCFA), Department of
Health and Hunan Servicea (DIMS)

TITLE: Medicare Reirbtaraanant by State and County

PURPOSE:

DESIGN:

CONTENT:

ProSeot Director: Janes Welsh, Computer Specialist
Computer Specialist
Office of Statiatioa and Data Management
Bureau of Data Management and Strategy
Health Care Finsnoing Admaniatration
Oak Meadova Building
6325 security Boulevard
Baltimore, MD 21207

To measure utilization of Mediocre seryicea.

All bills reiaburaed under the Medicare program are
allocated to residence of the beneficiary annually.

The file above reimbursement for residents of each state and
county enrolled in the Medicare program, as a grand total
and separately for the Hospital Inaurance Program (HI) and
the Supplementary Medical Insurance Program (at/).

TEARS OF DATA Annually since July 1, 1966.
COLLECTION:

PUBLICATIONS: Health Care Financing Administration:

Medicare Reimbureement by State and County (annual
publication, 1967-1980).

Annual Medicare Program Statistics, 1981 (No. 03153).

Annual Medicare Program Stetistioa, 1982 (No. 03189).

AVAILABILITI A tape of published data is available. C ntaot Office of
OF UNPUBLISHED Gtatiaticc and Data Management.
DATA:

CONTACT: Charles Fiedler

HCFA

(301) 534-6705
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SPONSOR: Health Care Financing Administration (SCFA), Departrent of Pealth and Human
Services (DRS)

TITLE: Medicare Reimbursement by State and County

TYPES OF DATA COLLECTEC

Data Public- Data Public-
File Use File Use

Tape Tape
DEMOGRAPHIC nAT#
Educational level Acute and chronic conditions

x Race Disability day..
Ethnicity Chronic limitations:

x Sex of activity
Harital status of aotillty
Migration or nobility Impairsents

revel activity status
VITAL STATISTICS
Natality WORM. DRUC ABM,
Hortality AND HENI)t. HEALTH
MarriaLe Cognitive impailvert scale
Divorce Behavior problem

Depression
HOUSINO Alcohol uoo
Type of dwelling DruC shore
No. of person in household
Relationship of perrons Sr. CHANGES Ih REALM STATUS
household rlorbidity

Functional Imitations
INCOME AND HEALTH Self-perceived health
Labor force participation
Total Anise FENCTANAL LEVELS
Sources of Immo Soo)pl Interaotion
Fat assets activIlSee cf daily livtmc

Inetrusental activities of
SOCIAL SERVICES daily livirc

HEALTH RESOURCES REAM CARE UTILIZATION
General hospitals x General hoeiStrl cervices
Private psychiatric hospitals x Flirting home services (SIT)
Pullin rental heel lb hospitals x Bose health care
hersInc 7,oren Pehrbilitation
Other institutional reoouraes x Mentml health hospitalization
Copeehity-bated resonrce, Eenra health outpatient
Health rev:testicle.

Other profession:7 resopreea a 1leohol th4 dire, abr4e centers
x Physician cervices/virits

DEAL71. ETFEESq Dentel ter,reolvistrs
Ccrts of Cult, PrPt,0111414n drew,
Out-cf-renet eorte Other
iedScare
hedtea! 9TFEr TFOID cP711.7,0vY

Elt.c opendltores FOR $ArPtm vpil
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SPONSOR: Health Care Financing Administration (HCFA), Department of
Health and Human Servicen (MS)

TITLE: Medicare lteimborteeent by State and County

NLECTET ITEM IN DATA SLT

SIZE OF SAMPLE

1983 Enrollment
688 In Nedlonrc Nonrtbnon4e Pate

Total 30,000,000
Under 65 3,000,000
65 -74 15.909,060
75-84 8,488,000
85+ 2,712,000

AVAILABILIIT AND LOCATION OP SPECIFIC DATA l7FSS

1.12P Data File public -One Tape Publinhed Tab)en

Date of birth

Social Security no.
Veteran atatun
Ceoeraptlo data.

Letteet unit State
Srolleet unit County

Ate cleaner
$.1110e yearn

60-64
65.
65-74, 75-84, 85.
Other
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SPONSOR: Health Care Financing Administration (BCFA), Department or
Bealth and Thal= Services (DIMS)

TITLE: MDPAI Public Use rile

Project Director: Michael MCKullan, Deputy Director
Office of Statistics and Data Management
Bureau of Data Management and Strategy
Health Care Financing Adalniatration
Oak Meadow, Building
6325 Security Boulevard
Baltimore, MD 21207

PURPOSE: To provide a national sample file containing billing and
medical data. classified by diagnosis related groupu (DEW)
as reported on Medicare short-stay hospital inpatient bills.

DESIGN: The file is made up of bills for short-stay hospital
inpatient services for 205 of the Medicare beoeficiaries,
selected according to predetermined digits of the health
insurance oasis number.

CONTENT: The elements or the billing form (SSA-1453) are oontained in
the rile: age, sex, Medicare status code; length or stay,
discharge status; total and Medicare -oovered charges;
principal diagnosis in ICD -9.CM code and DEG code; and other
billing items. All person an hospital iAentifiers have
been removed from the rile.

TEARS OF DATA Annually since 1980.
COLLECTION:

PUBLICATIONS: None.

AVAILABILITY Tap^ can be made available through prejeot bead.
OF UNPUBLISHED
DATA:

CONTACT: Michael McMullan
(301) 597-5989
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SPONSOR: Health Can Financing Adsinistretion (HCFA), Department of Health and Human
3ervioes (DHES)

TITLE: MEDPAI Public Use File

TYPES OF DATA COLLECTED

Data Public- Data Publio-
File Use File Dee

Tape Tape
ymoopapIc DAT& UWE
Educational level x Acute and chronic conditions
Rao, Disability days
Ethnioity Chropio limitations:

x Sax of activity
Marital statue of nobility
Migration or *ability Inpsirmente

Usual activity atatua
SAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
H.rtality AND RENTAL HEALTH
Harries°

Cognitive icpaireent heal°
Divorce Behavior problem

Depression
UOUSINQ Aloohol use
Type of trailing Drug abuse
No. of pompons in household

Relationship of peraone in RANGES IN REALM STATUS
household Morhadity

Functional linitstIone
2h2212...M.:01031 Self-perceived health
Labor force partiolpstion
Total income

FUNCTIONAL LEVELS
Sources of income Social interaction
Net aeacta Activities of daily livins

Instrumental aotivitlee of
SOCLA SERVICES daily living

HEALTH RESOURCES HEATH CANE UTll Mann
General boepitala x General k_spital services
Private peyobiatrio hospitals nursing home aervices
Publio mental health hospitals isOPO health oar*
Nursing home Rehabilitation
Other institutional resources Mental health hoepitalimation
Community -based reaouroee Mental health outpatient
Eealth professions services
Other professional reeourcea Alcohol and drug abuse contort.

Phyeioian aervicea/vieita
11ENOW.-11FENSE3 Dental services/albite
Costa of care Presoription drugs
Out-of-pocket costa Other

x Medloars
Medicaid Ulinalt2aCarEtUa
State expenditures ?DaL2SAIELVEll
Private insurance
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SPONSOR: Health Care Finanoing Administration (HCFA), Department of

Health and Human Services (ODDS)

TITLE: MEAUX Public Use Fit*

SELECTED ITTBS IN DATA SET

SIZE OF SAMPLE
Number of Diechargoe

Ecnreeponse Rate

Total
Under 6
68. Approx. 2 million

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Ito= Date_Elle 10110-00eTtIV Publiebettigatd

Date of birth
Social Socurivy no.

Veteran status
Geographic data
Largest unit
Soonest unit

Age classes,

Single years

60-64
65.
65-74. 75-E4, 85.
Othor

0.3.
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SPONSOR: Health Care Financing Administration (Hal), Department of
Health and Ht.man Services (DP2S)

TITLE: Analysis of State Medicaid Program Charsoteriatios

PURPOSE:

DESIGN:

CONTENT:

Project Direotor: Kin Vivell, Statistiolan
Medicaid Statistics Trench
Offloe of Financial and Actuarial

Analysts

Health Care Financing gdoinittration
Oak Meadows Building
6325 Security Blvd.
Baltimore, MD 21207

T0 Provide a single ocepretenelve :Aurae of inforwetion
regarding the policy and operating oharacterleAce of state
Medicaid programa.

All states are requeated to update items ouch an eligibility
and proelde- raimbursement polio:lea, In addition to
providing aggi Jae data on !teas or as certified bed
supply data and expenditures spent on &tate -only programs.
Much of the information requested Is available

from 1...1.10ua
sources within the :state office*.

The data base updated annually con.eina Information on:
state eligibility policy for mandatory, optional, and
medically needy groups: service coverage and limitations;
provider reimburnement policies; administration and finance
obaracteristice; demographic, economic, and medical teeter
otaraoteriatioa; and state-only programs.

TEARS OF DATA Annually since 1982; updated in 1983 and 1584. There will
COLLECTION: be no 1985 report, but 1986 atudy la anticipated pending

Office of Management and Budget approval of the data
collootion.

PUBLICATIONS: jnelvalr of State MediCeid Proxres chereotertotiot, 1982,
1983. Prepared under contract to HCFA by La Jolla
Management Corporation, December 1983. The 1981 report YAW
expected in October 1985.

LVAILUILITT Data oontained in the report available on aach-xe-readable
OF UNPUBLISHED computer tape*. A copy of the report can be obtained for
DATA: 1982, 1983, and 1981 from Office of the Actuary, Diviaion of

Medicaid Cost Estimates, Hestia Care Financing
/taint:striation.

CONTACT: Kim Elven
(301)594-.8051
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SPONSOR: Health Care Financing Adainistration (HMI), Department or Health and Human

Services (NHS)

TITLE: Analysis of State Medicaid Program Charsotewistios

TYPES OF DATA COLLdCTED

Data Public- Data FuLlic -

File Use File Use

Tape Tape

DEMOGRAPHIC DATA MOGI
Educational level Acute and ohronic conditions

Race Disability days

Ethnicity Chronic limitation:

Sex or activity

Marital statue of mobility

Migration or nobility lapairMenta
Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE.

Mortality AND RENTAL HEALTH

Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

MUSING Alcohol cse

Type of dwelling Drug abuse

No. of persona in household
Relationship of persons in 41410101regiLUM

household Morbidity
Functional limitations

ACME AND aM Self - perceived health

Labor force participation
Total 'noose FUNCTIONAL maga
Sources of income Social inte.zetion

Net assets Activities of daily living
Instrumental activities of

x x SOCIAL SERVICES daily living

HEALTH RESOURCES (azzreitate) NEALTH CARE UTILIZATION

x x General hospitals x x General hospital servioes

x x Private psychiatric hospitals x x Nursing base services

x x Public mental health hospitals Bose health care

x x Nursing hoses Rehabilitation

x x Other institutional resources Mental health hospitalization

x x Cot:sunny-based rwaoulees Mental health outpatient

x x Health professions services

x x Other professional resources Alcohol and drug abuse centers

Physician services/visite.

frgALTFI EXPENSES (Ntaregate) Dental servicea/visita

x x Costs of care x x Prescription drugs

x x Out-of-pocket costa Other

x x Medicare
x x Medicaid OTHER BROAD CATEGORY

x x State expenditures FOR SAMPLING UNIT

x x Private insurance
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SPONSOR: Health Care Financing Administration (ECFA), Department of
Health and Human Services (ORBS)

TITLE: Analysis of Mato Modisald Program CDArootorlotiso

$ELEC'ED ITEMS IN DATA SET

SIZE OF SAMPLE

tap Eu.Dar in Sasile

Total
Under 65
65-74 Not applicable
75-84
85.

Ponreaponee Pate

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITE1M

;ten Data Filo Public -Usa Tana Published Tables

Data of birth
Social Security no.
VAtoran status
Ceotraphie data
Law's:. unit
Saallest unit State State State

Ace classes
Single years
60-69
65.

65-74, 75-84, 85
Other
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SPONSOR: Health Care Financing Administration (HMO Department of
Health and Human Services (DENS)

TITLE: Statistical Report embodies:1 Care: Eligibles, Recipients,

Payments, and Services, Mmlimaid Program

Project Director: Christopher E. Hove, Program Analyst
Medicaid Statistics Branch
Office of Financial and Actuarial

Analysis
Health Care Financing ldainistration
Oak Meadows Building
6325 Securizy Blvd.
Baltimore, MD 21207

PURPOSE: To monitor past and projected future treads in the Medicaid
program 85 Weil as serving as the basis of analysis and cost
saving estimates for the Department of Health and Ehnen

Services' vont -nbaring legislative initiatives to Congress.

DESIGN: Reporting on Form HCFA -2082, Statistical Report on Medical

Care: Eligibles, Recipients, Payments, and Services is
required annually of all state agencies administering or
supervising the administration of an approved plan for a
federally aided Title XII program. Reports cover the

federal fiscal year. Data reported on the basis of
individuals receiving medical care, not cases or families.

CONTENT: Various parts of Form HCFA-2082 provide for reporting the
following information on an annual basis:

(1) Request of medical assistance by maintenance assistance
status and basis of eligibility and type of medical care.

(2) Recipients and amounts of medical vendor payments by
age, sex, And race, &Dd by type of medical care.

(3) Discharge:. of recipients from general hospitals.
(4) Recipients of inpatient hospital services, skilled
nursing facilities, intermediate care facilities, and
intermediate care faoilities/mentally retarded.

(5) Physician visite, rural health visits, bore health

Visits, and number of prescriptions.

(6) Eligible.' and recipients' expenditures for service

categories and by maintenance assistance statue (cash,
noncaeh, and medically needy) and basis of eligibility
(AFDC, aged, blind, or disabled or other Title XII).

(7) Institutionalized recipients' expenditures.
(8) Capitation information.

TEARS OF DATA Form HCPA -2082 has been used continuously since FT 1972. It

COLLECTION: in approved through at least February 1987 in its current

format. Information is available es received. Form in due

January 15 following the fiscal year for which statistics

were collected.
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SPONSOR: Health Care Financing Administration (ECM, Department of
Health and Human Services (DHSS)

TITLE: Statistical 'sport cm Nadicel Care: Eligibles, Recipients,
Paymemts, emit Services, Medicaid Program

PUBLICATIONS: Tables 6,7,8, and 9 which appear quarterly in the LW
8911.M.

The Medicare-Medicaid Data Book: Program Characteristics,
1981-1983.

AVAILABILITY Data available on machine-readable computer tapes and also
UNPUBUSEED available in unpublished state Medicaid tables. To obtain

DATA: copies, contact: Orrice or the Actuary, Division or
Medicaid Coat Eatimatea; J-1, EQ05-6325 Security Boulevard,
Baltimore, MD 21207.

CONTACT: Tony Parker
BCFA

(301) 597-1417
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SPONSOR: Health Care Financing Adminiatration (HCFA), Department of Health and Human

Services (DITHS)

TITLE: Statistical Report on Medical Care: IIiaihlss, Recipient.
Pareente, and Services, Medicaid Proven

TYPES OP DATA COLLECTED

Data
File

Public-
Use
Tape

Data
File

DEMOGRAPHIC DATA
Educational level

x x Race
x x Ethnicity
x x Sex

Marital status
Migration or mobility

VITAL STATISTICS
Natality
Mortality
Marriage
Divorce

HOUSING
Type of dwelling
Ho. of persona in household
Relationship of persons in
household

REM .-62LALMP
Labor force participation
Total income
Sources of income
Net assets

SOCIAL. SERVICES

HEALTH RESOURCES (AARregate)
General hospitals
Private psichlatric hospitals
Public mental health hospitals
Nursing homes
Other institutional resources x

Community-based resources
Health professions
Other professional resources

HEALTH FIPENSIS
x x Costa of care

Out-of-pocket coats

Medicare
x x Medicaid
x x State expenditures

Private insurance

192
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Public-
Use
Tcpe

HEALTH
Acute and chronic conditions
Disability days
Chronic limitations:
of activity
of nobility

Impairments
Usual activity status

ALCOHOL. DRUG *Bum
AND ISZIALED1111
Cognitive impairment scale
Behavior problems
Depression
Alcohol use
Drug abuse

CHANGES IN HEALTH STATUS
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEEna
Social interaction
Activities of daily living
Instrumental activities of

daily living

HEALTH CARE UTILIZATION
General hospital services
Nursing home services
Hone health care

Rehabilitation
Mental health hospitalization
Mental health outpatient

services
Alcohol and drug abuse centers
Physician servicea/visita
Dental services /visits
Prescription drugs

Other

OBER BROAD CATEGORY

EDIAMTDO UNIT
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SPONSOR: Health Care Financing Adeiniatration (HCFA), Departaent of
Health and Hunan Services (DENS)

TITLE: Stat.tstioal Report oa Medical Care: Eligibles, Reciplenta,
Payments, sad Services, Medicaid Program

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

ARO Surber in Sarrde NonreaPonse Rate

Total
Under 65 Not applicable
65-74 Data are not saspled
75-84
85+

AVAILABILITY AID LOCATION OF SPECIFIC DATE ITEMS

):tea Data File Public-Use Tape Fubliahed Tables

Date of birth
Social Security no.
Veteran status
GenErapbio data

Largest unit
Soalleat unit

Age chases
Single Yeara
60-64
65+

65-74, 75-84, 85+
Other

Not applicable
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SPONSOR: Health Care Financing Administration (HCFA), Department of

Health and Human Service (DOHS)

TITLE: Linkmd Medicare Use--MCBS Mortality Statistics File

Project Director: James its
Chia:, analytical Studizs Branch
Office of Research and Demonstrations
Health Care Financing Administration
Pots 2D15, Oak Meadows Building
6940 Security Boulevard
Baltimore, MD 21207

PURPOSE: To a' sly the relation of use of Medicare-covered services to
taus of death.

DESIGN: Th., Medicare utilization and enrollment information in the
Conti:mous Medicare History Sample was linked to the
mortality statistios file of the NatiotX Center for Health
Statistics for a 5% random sample of Meczlar, enrollees who

died in 1979. Of the 70,000 decedents, rocords were linked

for 9%%.

CONTENT: Use and cost of Medicare-covered benefits (hospital,
physician, home health, rkilled nursing faoility, hospital
outpatient) linked to ceath oertifioate data including cause
of death. Betel, contained in descriptions of Continuous
Medicare History File and Mortality Statistics file.

TEARS OF DATA 1979.

COLLECTION:

PUBLICATIONS: None yet.

ANOLIBILITY Not available.

OF UNPUBLISSED
DATA:

CONTACT: 'Jnmes Lubitz
(301) 597-1460
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SPONSOR: Health Care Financing Adadnistratioe (HCFA), Department of Health and Human
Services (DHHS)

TITLE: Linked Medic. -e 01..1L$ Mortality Statistics File

TUBS OF DATA COLLECTED

Data Public- Data Public-
File 030 File Use

Tape Tape
DEMOGRAPHIC DATA UM=
Educational level Acute and chronic conditions
Race Disability days
Ethnicity Chronic limitations:

a Sex of activity
Marital status of mobility

x (limited) Migration or mobility impairments

Usual activity status
VITAL STATISTICS
Natality #LCOHOL. DRUG ABUSE.
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce s- &vier problems

1.0,ession
2202M Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
MagLnikiligaN Self-perceived health
Labor force partioipatlon
Total inoome FUNCTIONAL LEVELS
Sources of income Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICES daily living

IDAULEZerDSLI HEALTH CARE UTILIZATION.
General hospitals (for Medicare covered
Private psychiatric hospitals services)
Yuba's. .metal health hospitals x General hospital services
Nursing homes z Nursing home services
Other institutional resources x Hose health oar(
Community-based resources Rektbilitation
Health professions z Mental health hospitalization
Other professional resources z Mental health outpatient

sPrvioes
grALTUREM alcohol and drug abuse centers
Cost' of care z Physician services /visits

(limited) Out cf- pocket costs Dental servioea/visits
P:dioare Preaoription drugs
Pedioaid z Other
State expendittues
Private insurance QTHER BROAD CATEGORT

D2BagELMQBat
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SPONSOR: Health Care Finanoin3 Administration (ECU), Department of
Health and Human Services (DIBIS)

TITLE: Linked Medinare 6coNCII3 Mortality Statistios File

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Age Number in Sample Nonresvonee Rate

Total 63,720
tinder 65

65-74 21,821

75-84 24,889

85+ 17,010

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Date File Publia=P99 Tape Published Tablea

Date of birth
Social Security no.
Veteran status
Geographio data
Largest unit D.S.

Smallest unit County
Age olaaaea

Single years
60-64

65+
65-74, 75-84, 85+
Other
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SPONSOR' Health Care Finanoing Administration (UFA), Department of
Health and Human Services (DUBS)

TITLE: Medicaid Tape-To-TaDe Proimvu

Project Director: Dave Baugh/Penelope Pine
Project Offloers
Office of Research, Division of
Program Studies

Office of Research and Deem:ex:41one
Health Care Financing Adniniotration
Oak Meadows Building
6340 Security Boulevard
Baltimore, MD 21207

PURPOSE: this project was initiated to expand the agency,e ability t
oollect data to analyze the Medicaid program.

DESIGN: The main data base consists of 1001 data from five
partioipating states (California, Georgia, Miohigan, New
York, and Teaneasee) in uniform codes and formate. States
send their Medicaid Management Information System (MMIS)
tapes, which are edited into a comparable format for
analysts.

CONTENT: Uniform (ilea are produced for each partioipating °tate and
year. Separate Piles are maintained for enrollment, claims,
and provider data. Claims, provider, and reimbursements can
be linked to the Medicaid enrollee who receives the service,
and to the provider who furnished it.

YEARS OF DATA 1980-1982 data from the fivo partioipating states have been
COLLECTION: collected and uniform files completed. 1983-1984 dato

participating states are being collected at this time.

PUBLICATIONS: Pagan-Berluoohl, Aileen, Recipients of Covered Services
Among Medicaid Enrylleea: Michigan and New York, 1981,
Health Care Finanoing Note", No. 3, December 1984.

Pine, P.L., D.X. Baugh, et al., The Medicaid Tape-to-Tape
Projeot: Empirical Use of a Uniform Data Base.
FrocceedingS; The Ninth Annualtisno on Computer
AntileatWa in Medical Care.

Other publications are being prepared.

AVAILABILITT Limited information may be available from unpublished
OF UNPUBLISHED tabulations.
DATA:

CONTACT: Penelope Pone
(301) 697-1454
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SPONSOR: Health Care !inanoing Adeiniatration (HCFA), Department of Cealth and Human

Servicea (DBMS)

TITLE: Medicaid Tape -to -Tape Project

TYPES OF DATA COLLECTED

Data Publio - Data Public -

File Dee File Dee

Tape Tape

P. MI13APRIC 31 DATA
Educational level

x Rao.
Ethnioity
Sex
Marital statue
Migration or mobility

x

ElIg-UALLIThra
Na tlity
Mortality
Marriage

Divorce

UEALTH
Route and ohronio oonditions
Disability days
Chronio liaitationa:

of aotivity
of mobility

Impairments
Usual activity status

4..t&OOL. DRUG WM.
AHD IZEIL11=1
Cognitivo impairment scale
Behavior problems
Depression

HOUSING nom,. ume
Type of dwelling Drug abuse

No. of persona in bouaebcld
Relationship of persons in CHANGES ro HEALTH STATU4

household Morbidity
Functional limitations
Self - perceived healthIliCOHE AND WEALTH

Labor force partioipation
Total inocme
Sources of lucome
Net assets

;OCTAL SERVICES

FUNCTIONAL LEVELS
Social interaotion
Aotivitlea of daily living
Instrumental aotivitlea of
daily living

BALTH RESOURCES HEALTH CARE UTILIZATION.

x General hospitals x General hospital aervioes

x Private psychiatric hospitals x Nursing home aervioes

x Public mental health hospitals Rome health oars

x :Nursing home Rehabilitation

x Other institutional resources x ,W.ntal health hospitalization

x Ccumunitj -based resources x K..ital health outpatient

x Health profeasiocs eerdoea
x Other profeaalonal resources Alcohol and drug abuse centers

Phyalcion eervicea/vialta

HEALTH EXPENSES Dental cervices /visits

x Costs of care Prescription drugs
Out -of -pocket oosta Other

:
Medicare
Medicaid QtREURPO CATEGORY
State c.enditurea FOR BAWLING Wilt
Private insurance

198

449



445

SPONSOR: Health Care Financing Adsdnie retlor (ECFA), Departsent of
Health and Dusan Services (DHHS)

TITLE: Medicaid Tape-to-Tape Project

SELECTED ITEMS IN DATA SET

SIZE OF SAhPLE

ABC NvaDvr In Medicaid Ponreaponat_Fate
ponvlotIon

Total 9 6,869,711

Under 65 5,808,159

65-78 488,841

75-84 382,801

85. 210,262

For 3 Staten: California, Michigan, and New 'fork.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

1.114 Data File Public-UPe Tane Pub)inho4 110,1,1,

Date of With
Social Security no.

Veteran stptua
Ceotraphic data
Lartoat unit State State
Sualiest unit Zip code

Ate cloppeo
Single years,

60-68

65.
65-74, 75-ei, 85.
Otter
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SPONSOR: Health Care Financing Administration (HCFA), Department of
Health and Human Services (DR=

TITLE: Sodim

CONTRACTOR: SRI International, Menlo Park, California

Project Director: Judith Sangl, Research Analyst
Office of Researoh/LISSB
Office of Research and Deronst Miens
Health Care Financing Administk ,tion
6325 Security Blvd.
Baltimore, MD 21207

PURPOSE: The purvey was conducted to analyze the effectiveness of
varying state insurance regulations on limiting agent and
marketing abuse, promoting policies that provide reasonable
economic benefits; improving price competition; improving
informed choice; and reducing duplicative coverage.

DESIGN: Stratified random sample of 1,657 Medicare bcnefioirries age
65 and over in six states (California, Florida, Mississippi,
New Jersey, Washington, and Wisconsin) who owned a Medicare
supplemental policy, had both Part A and Part B coverage,
and were not jointly covered by Medicaid. In addition,
there was a beanie of 799 similar Medicare beneficiaries who
did not own supplemental insurance.

CONTENT: Information was collooted on:

(1) Use of Medicare aervices.

(2) Knowledge of the Medicare proven.
(3) Knowledge of private health insurance policies owned.
(4) Experience with policies, cozpanies, and agents.
(5) Experience with informatics avellaWs to purchasers of

supplemental health insurance policies.
(6) Socioeconomic characteristics.

TEARS OF DATA 1982 (one time only).
COLLECTION:

PUBLICATIONS: McCall, N., Rice, T., and Hall, A., PediR40-3tv47
Cott:entire Effeotirenne of Various State Retulatical,
Final Report, Stanford Research Institute, September 1983.

AVAILABILITY Data will be available in future to contractors and
OF UNPUBLISHED grantees.

DATA:

CONTACT: Judith Sangl
(301) 597-5717
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SPONSOR: Health Car. Financing Adainistration (HCFA), Department of health and Human
Servile's (DHHS)

TITLE: Medlin)

TYPES OF DATA COLLECTED

Data Publio - Data Public.
File Use File Vas

Tape Tape
DEMOGRAPHIC DATA UMall

x Educational level Acute and chronic condition*
Race Disability daya

x Ethnicity Chronic limitations:
x Sex of activity
x Verital status of mobility

Migration or mobility impair:sante

Usual activity :statue
VITAL STATISTICS
Nrtality ALCOHOL. DRUG Ate,
;irtality AND MFIITAL HEAD(
Marriage Cognitive impairvent scale
Divorce Behavior problems

Dapreaalon
DOUSING Alcohol uae
Type of dwelling Drug 'boas

x No. of persona in household
Relationship of persons in CHANGES lD HEALTH STAIVI
household Morbidity

Functional limitations
INCOME AND IMAM Self- perceived health

x Labor force participation
Total mr1001.0 i9NAL LETELS
Sources of income Social interaction

x Not sects Activities of daily living
Inatrumental activities of

SC IAL SZPVICES daily living

/FAUN RESOURCES HEALTH CARE UTILIEATIOD
General hospitals x General hospital :services
Private psychiatric hospitals x Nuraing hoe+ services
Public mental health hospitals Bose health care
Nursing homes Rehabilitation
Other institutional resouroec Mental health hospitalization
Cceennity band resources ...mtal health outpatient
Health profeaaiona eervices
Other professional resource:, Alcohol and drug abuse center&

x Phyaioian nervicea/vSalte.
DFALTII EXPENSE§ Dental services/visits
Cost, of care Preacr:ption drugs
Out-of-pocket coats Other

x Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOP SAMPLING UNIT.

x Private insurance x Insurance policy information
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SPONSOR: Health Care Finanofng Administration (RCFA), Department of
Health and Human Servioea (DHILS)

TITLE: Iled Lgap

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Ape Number in Sample NonresPonse Rate

Total 4,555
Under 65 0

65. 4,555

14

AVAILABILITT AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tape Published Table.;

Date of birth
Social Security no.
Veteran statue
Geographic data

Largeat unit State State
Smalleat unit State State

Age classes
Single yearn

60-64
65.
65-74, 75-84, 85. x

Other
(65-69; 70-74; 75.)
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SPONSOR: Health Caro Financing Administration (HCFA), Derartment of
Health and Human Services (DHHS)

TITLE: 1984 Locg-Term Ciro Survey

Project Director: Candace Jaacken, Statistician
Office of Research
Office of Research and Demonstrations
Health Care Financing Ideiniatreticn
6340 Security Boulevard
Baltimore, MD 21207

PURPOSE: The data collected in the 1984 Long-Term Care Survey
follows up those persons included in the National Sunny of
Long -terse Care/National Survey of Caregivers, 1982 (see
p. 70). The data provide both a areas-sectional look at
functionally impaired persons ages 65 and over no matter
where they reside and a longitudinal look at the transitions
from independent living in the community to dependence in
the community or in institutions, to death.

DESIGN: The sample includes all those persons interviewed in the
1982 Long-Term Care Survey who had problem, performing
activities of daily living (ADLs) or instrumental activities
of daily living (IIDLa), a subssmple of persons who had no
functional limitations in 1982 but were found to have
limitations in 1984, all persu not inoluded in 1982
because they were institutionalized, and a auteample of
persons who have aged into the sample, i.e., peraons who
were 63 and 64 in 1982 and were 65 and 66 in 1984. The
first 3 groups compoae the longitudinal cosponent, and all 4
compose the crow' - ,notional component.

CONTENT: Information was gathered for persona living in the community
on the number and degree of ADL/IIDL limitations, Cognitive
functioning, paid and unpaid caregivers services, use of
medical services, inaurance coverage. income, and assets.
For persons in institutions, data were gathered on the
number and degree of ADL limitations, cognitive functioning,
source of payment for nursing home easy, and size of
institution and bed certification under Medicare and
Medicaid. For deceased sample persons, data were gathered
on place of death, place of residence prior to death, source
of payment at place of death, formal caregivers, and income.

TEARS OF DATA 1984.
COLLECTION:

PUBLICATIONS: Not yet available.

AVAILABILITY Data are going through prelininery data processing at this
OF UNPUBLISHED time.
DATA:

CONTACT: Candace Macken
(301) 597-1435
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SPONSOR: Health Care Financing Administration (HCFA), Department of Health and Human
Services (DBMS)

TITLE: 19811 Long-Term Care Survey

TTiES OF DATA COLLECTED

Data
File Use

Tape

x

x

x

x

x

DEMOGPAPHIC DATA
Educational level
Rice
Ethnioity
Sex
Marital status
Migration or mobility

VITAL STATISTICS
Natality
Mortality
Marriwde
Divorce

pousiNo
Type of dwelling
No. of persons in household
Relationship of Persons in
household

INCOME AND WEALTH
Labor force participation
Total inocce
Sources of income
Het assets

;OCTAL SERVICES

Data
File

x

X X

X x
X x

Public -

Use
Tape

HEALTH

Mutt and chrcnic conditions
Disability days
Chronic limitations:

of activity
of mobility

Impairments
Usual activity status

ALCOHOL. DRUG ABUSE,
AND MENTAL HEALTH

x x Cognitive impairment scale
Behavior problems
Depression
Alcohol use
Drug abuse

x

x
x

x

x

x

tragni_ELVEM
General hospitals
Private psychiatric hospitals
Public mental health hospitals
Nursing homes
Other institutional resources x

Community -based resources
Health professions
Other professional resources

HEALTH EXPENSES
Costs of care

x x Out-of-pocket coats
x x Medicare
x x Medicaid
x x State expenditures
x x Private insurance

204
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CHANGES IN HEALTH STATUS
Morbidity
Functional limitations
Self- perceived health

FUNCTIONAL LEVELS
Social interaotion
Activities of daily living
Instrumental activities of
daily living

UEALTH CARE UTILIZATION
General hospital services
Nursing hone services
Home health care
Rehabilitation

Mental health hospitalization
Mental health outpatient

services
Alcohol and drug abuse centers
Physician services/visits
Dental cervices /visits
Prescription drugs
Other

OTHER BROAD CATEGORT
FOR SAPYLING UNIT



451

SPONSOR: HA. -1th Care Financing Administration (HCFA), Department of Health
and Human Sermicsa (DHSS)

TITLE: 1984 Loog-Tara Caro SormY

SELECTED 'TENS IN DATA SET

SIZE or SAMPLE

4g8_ Number in Sample NeurasPonse Rate

Total

Under 65
65-74

75-84
85+

24,097 5.25

AVAILABILITT AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File P.:Olio-Use Tape Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data Na tional Na tional
Largeat unit Cenaua region Census region Snalleat unit
Zip code County

Age classes

Single years
60-64

65+
65-74, 75-84, 85+
Other

65-69, 70-74,
75-79,80-84, 85+
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456



452

SPONSOR: Internal Revenue Service (IRS)

TITLE: Estate/Persocal Wealth File

Projcpt Director: Marvin Schwartz, Statistician
Foreign /Special Projects Section
Statistics of Income Division
Internal Revenue Service
1201 E Street, NW, Room 500
Washington, DC 20224

PURPOSE: Collection of data from faderal estate tax returns for the
purpose of tax administration and for use in the production

of personal wealth estimates.

DESIGN: Sample of estate tax returns tiled each year. Sample size

varies from year to year. Sample based on year of death,

age at death, and size of gross estate.

CONTENT: Identifying information, demographic information, asset
amounts, liabilities, deductions, net worth, estate tax

computation

Periodically, information on beneficiaries and amounts of

baquesta ar 101100W.

TEARS OF DATA Micro data filets have been completed for estate tax

COLLECTION: returns filed in 1963, 1966, 1970, 197: 1977, and for 1982

through 1984. Currently, the study is .nducted annually.

Data on personal wealth were publisher moat recently in the

winter 1984-1985 Bulletin; more compl)te data will be

released in winter 1986-1987.

PUBLICATIONS: Bentz, Mary F., "tieing the National Death Index to Eatabliah

a Relationship between Wealth and Mortality," Internal

Revenue Service, September,1984 (unpublished working paper).

Bentz, Mary F., and Schwartz, Marvin, "Continuin, .a IRS

Estimates of Personal Wealth in the United States," ASA
kmerican Statistical Association Proeeedings. Survey

Research Methods Section.

Guyesks, Linda, "The Featabiliy of the Research of Inter

Vivos Transfers of Wealth: The Gift Tax Pilot Study,"

Internal Pevenue Service, October, 1984 (unpublished working

paper).

Schwartz, Marvin, "Trends in Personal Wealth," ;internal

Revenue Service. Statistics of -mcome Bulletin, Interval
Revenue Service, Volume 3, Number 1, Summer 1983.
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SPONSOR: Internal Revenue Service (IRS)

TITLE: Eatate/Peraccal Wealth File

Schwartz, Marvin, 'An Evaluation of the Condition of
Archived Federal Estate Tax Returns With an Eye Toward Their
Potential for Oise in Wealth Related Studies,* Internal
Revenue Service, May 1984 (unpubliabed working paper).

For further information, see also Smith, James D.,
*Socio-economic Structure and Dynamics of American
Households in the Twentieth Century.* Survey Research
Center, University of Michigan, August 1984 (unpublished).

Schwartz, Marvin, 'Estimates of Personal Wealth, 1982,'
Statistics of Intone Bulletin, Winter 1984-1985.

Bentz, Mary F., *Estate Tax Returns, 1983,' Statiatica of
;Mom* Bulletin, Fall 1984.

AVAILABILIII Public use data tapes can be purchased for the years
OF UNPUBLISHED 1973, 1977, 1982, 1983. snd 1984. Contact Marvin
DATA: Schwartz.

CONTACT: Marvin Schwartz
Internal Revers e Service
1111 Constitution Avenue
Washington, IC 20224
Attn: D:R:S:F, Room 500
(202) 376-0199
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SPONSOR: /bternal Revenue Service (IRS)

TITLE: Mate/Personal Wealth File

TYPES OF DATA rJLLFCTED

Data Public- Data Public -
File 030 File 036

Tape Tape
DIWORAPHIC DATA

afigglE
Educational level 'Jute and chronic conditions
Race Disability days
Ethnicity Chronic limitations:

x Sex of activity
x Marital status of mobility

Migration or mobility Impairments
Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
ISsrtality AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
NOOSING Alcohol use
Type of duelling Drug abuse
No. of persons in household
Relationship of persons in CHANGES IH HEALTH STATUS
household Morbidity

Functional limitations
INCURS AHD WEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources of income Social interaotion
Net 63$6t3 Activities of daily living

Instrumental activities of
socin SERVICES

Instrumental
living

HEALTE REpOURCES HEALTH CARE ornizATioN
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health care
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community -based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Phyaician services /visits
HEALTH EXPEN Dental services/visits
Costs of care Prescription drugs
Out -of- pocket coats Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING U$I
Private insurance x Asset information

x Estate tax computation
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SPONSOR: Internal Revenue Service (IRS)

TITLE: Eatata/Peraccal Wealth File

SEIFCTED ITEM IN DATA SET

SIZE OF SAPPLE

Fumboi in SanDle Nonresponse Rate

Total
Under 65
66-74 Not available

75-84
85.

Varies troy year to year and based on size of estate.

AVAILABIIITT AND LOCATION OF SPECIFIC IUT) ITEM

jters Date File Public -Use TaPe Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit Nation Nation

Sealleet unit State State

Age classes
Slagle years
60-64

65.
65-74, 75-84, 85.
Other:
Order 45, 45-59,

60-69, 70-79,
80-89, 90,
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SPONSOR: Internal Revenue Service (IRS)

TITLE: Statistics or 'noose: Individual Income Tax Returns

Project Lire,tor: Chief
Individual Rzturns Analysis Section
Statistics of Income Division, D:R:S:I
Internal Revenue Service
1111 Constitution Avenue, NW
WashiLgton, DC 20224

PURPOSE: The production of individual income tax statistics was
zulhorized by the Revenue Act of 1916. Statistics of income
data are used by a variety of agencies for tax system and
economic analyses.

DESIGN: Statistics of incase data are estimated from a stratified
probability sample of income tax returns and supporting
sc!'edules filed with the Internal Revenue Service. The

sample is based on much criteria as: principal bunincaa

activity; presence or absence of a schedule; :U.: from
which filed; size of adjusted gross income (or deficit) or
largest of specific income (or loam) items; total assets or

aims of business and farm receipts. The sample size
alternates from 80,000 to 120,000 returns each year,
selected from a population of approximately 96 million
returns. Special searches are conducted for returns
selected so that any bias from nonreaponae is minimal. A
large proportion of the sample is longitudinal and research
on the longitudinal design of the sample is being

conducted. The individual income tax returns sample does
not make use of data linked to other files, however, certain
other statistics of income studies do use linked data files.

CONTENT: Data relative to taxpayers' income, exemptions, deductions,
credits, and tax are collected. Due to changes in tax laws,
items collected vary from tax year to tax year.

YEARS OF DATA Data are collected for each tax year. Individual income

COLLECTION: tax data are currently available for tax years 1913 through

1983. Those data will continue to be collected, processed,
and published in future years.

PUBLICATIONS: Annual: 8tatlatica of Inocee - -Individual Income Tax

Beturne, Internal Revenue Service.

Quarterly: Statistic* of Income Bulletin, Internal Revenue
Service.
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SPONSOR:
Internal Revenue Service (IRS)

TITLE.
Statistics of Inoue, Individual Imams Tax Returns

AVIILABILITT
Unpublished tabulations and/or public use data tapes are

OF UNPUBLISHED :available on a reimbursable basis. Requests for data

DATA: should be directed to:

CONTACT:

Director, Internal Revenue Service, Ulltibtieb of moue"

Division, D:R:S, 1111 Constitution Avenw, NV.

Washington, DC 20224. Telephone (202) 3(6-0216

David Paris
IRS
(202) 376-0001
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3FO/L.1R: Internal Revenue Service (IRS)

TITLE: Statistics of /noome, Individual Incas Tax Returns

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Dee File Use

Tape Tape
DEMOGRAPHIC DATA HEALTH
Educational level Acute and chronic conditions
Race Disability days
Ethnicity Ch.cmio limitations:
Sex of activity
Marital status of mobility
Migration or mobility Impairments

Usual activity status
Y1TAL_STA/ISTICS
Natality ALCOHOL. DRUG ABUSE,
Morte'tty AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depressi,n
119-11M. Alcohol use
Type of dwelling Drug abuse
Ho. of persons in household
Relationship of pars, in

household
CHANGES II., HEALTH STATUS
Morbidity
Functions- limitations

INCOME AND WEALTH Self-perceived health
x x Labor force participation
x x Total income FUNCTIONAL LEVELS
x x Sources of income Social *Interaction

Net assets Activ' Les of daily living
Instrtuental activities of

SOCIAL SEPYICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION
General hospitals General hosiltal servfces
Private psychiatric hospitals Nursing hove services
Publi. nental health hospitals Homo health care
Nursing home, Rehabilitallor
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse certels

Ptysfclan servioes/visfth
flEAL711 EXPENSES Dente) s.evJees/visits
Costs of care Prescription drugs

x x Out-of-pocket costs Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING UhlT

x x Private insurance
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SPONSOR: Internal Revenue Service (IRS)

TITLE: Statistios of income, individual uloess TM: Sewn*

ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Me Number in Sammie Nonresoonse Rate

Total Approx. 88,000
Returns

Under 65 Approx. 75,0U0
Returns

65-74

75-84
85.

Size of aanPle for tax year 1982. Swie elves
alternate by tax year.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Itea Data Pile Publlo-Use Tape Published Tables

Date of birth
Social Security no.

Veteran status
Geographic data
Largest unit U.S. U.S. U.S.

Smallest unit State State State

Age classes
Single years
60-84
65.
65-74, 75-84, 85.

Other
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SPONSOR: National Cancer Institute (NCI), National Institutes of
Health (XIB), Department of Health and Human Services (DHBS)

TITLE: Hurreilleness Epidemiology. and End Penults (sari) Program

Project Dlrootor: John L. Young, Jr., Chief
Demographic' Analysis Section

National Cancer Institute
Bleb. Building
Bethesda, HD 20205

PURPOSE: To monitor the incidence of 'ad survival from °sneer in the
United States for purposes of carrying out the mandates in
the Itional Cancer Act.

DESIGN: Data are collected on population base in 10 geographio
areas of the United Stater and in Puerto Rico. The sample
repreaente 12$ of the total population of the United .tates
as a whole, but, within a given geographic area, data are
collected on 100$ of the population.

CONTENT: The data set oontaina demographio information (race, sex,

age, birthplace, marital statue, census tract) of the
patient, medical information (histologic type, anatomic
site, laterality, diagnoetio procedures, diagnostic
confirmation, sequence) in regard to the tumor, extent of
dir4150 and treatsect of the lesion, and outoone.

Code Manual: Cancer Surveillanoe, Epidemiology, and End
Results Reporting--SEER Program. NIB Pub. No. 79-1999,
revised October 12, 1983, 5th ed.

TEARS OP DATA Date collmotion began in 1973 for 8 registries, 1974 for I
COLLECTION: registry, 1975 for 1 registry, and 1979 for the latest

registry added to the program.

PUBLICATIOES: Bibliography available from project head. Reprints are
available for many reports, including the following
selection of statietidol studies:

Cutler, S.J., and Young, J.L., Jr. Demographic Patterns of
Cancer Inoidence in the United States. persons at High Risk
gf Csocert an Approach to Cancer EtiolOgY and Control. New
Tork: Academic Press, 1975.

Devesa, S.S., and Silverman, D.T. Trend* in incidence and
mortality in the United Stater. ,1 E..viron Pathos Toxleol,
3:127-155, 1980,

IounE, J.L.. Jr., and Pollack, E.S. The incidence of cancer
in th., United States. Pp. 138-165 in D. Sohottenfeld and
J.F. Frouseni, Jr., eds., cancer Epider4ol And Preygn.

Saunders, 1982.
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SPONSOR: National Cancer Inatitute (NCI). Natlooal Institutes of
Health (XIS), Deport:sect of Hasn't and Human Services (DHSS)

TITLE: Barvellisace. Spidamiology. and End Desulta (S>7EN) Program

AVAILABILITT Publio use taw corresponding to published data era
OF UNPUBLISHED available. These tapes oontain more detailed data than are
DATA: available in the publications themselves. For data items

not previously analysed, tabulations are available from NCI.

CONTACT: John L. Young, Jr.
(301) 427-8829

:15
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SPONSOR. National Cancer Institute (NCI), National Institutes of Health (NIH), Department

of Realth and Human Services (MS)

TITLE) Surveillance, Epidemiology, and End Results (SEER) Program

TYPES OF DATA COLLECTED

Data Public- Data Public-

File Uae File Uae

Tape Tape

DEHOGRAPHIC DATA HEALTH

Educational level x x Acute and chronic zonditions

x x Race Disability Gaya

x x Ethnicity Chronic limitationa:

x x Sex of activity

x x Narita' statue of mobility

Misr,' , or mobility Impairmenta
Usual activity statue

VITAL brATISTICS
x x Natality ALCOHOL. DRUG ABUSE,

x x Mortality MENTAL HEALTH

x x Marriage Cognitive impairment scale

x x Divorce Behavior problems
Depression

HOUSING Alcohol use

Type of dwelling Drug abuse

No. of persons in household
Relationship of persons in CRAKES IN REALM 0TAIna
household Morbidity

Functional limitat.,n,

INCOME ANC WEALTH Self-perceived health

Labor force participation
Total income FUNCTIONAL LEVELS

Sources of income Social interaction

Net assets Activities of daily living
Inatrumental activities of

SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION

General hospitals Ga -ral hospital services

Private psychiatric hospitals Nursing home services

Public mental hea?th hospitals Home health care

Nursing home Rehabilitation

Other inatitutirnal resources Mental health boapitalization

Community -based resources Mental health outpatient

Health profeaaiona services

Other professional reaourcea Alcohol and drug abuse Awe
Physician services/vialta

HEALTH EXPENSES Dental aervicesfrtaita

Costa of care Prescription dr,,,J

)f-pocket costs Other

1% Are
ledicaid GIBER BROAD CATEGORY

,tote evenditures FOR SAHPLING OMIT

Private insurance x x Cancer diagnosia
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SPONSOR: National Cancer Institute (EC!), National /natitutes of Health
(NIE), Department of Eealth and Human Services (DENS)

TITLE: Surveillance. Epldemdolcgy, and End Results (SEER) Program

aLlanatla918_ DATA SET

SIZE OF SAMPLE

(1973-1982)
Are Number in Sample Nearpspense Rate

Total 690,150
Under 65 325,911
6544 189,413

75-84 131,993
85. 42,833

AVAILABILITY AHD LOCATION OF SPECIFIC DATA ITEMS

Rep Data File Public -Use Tape Published Tables

Date of birth Year or'y Year only
Social Security no.
Veteran statue
Geographic data
Largest unit County County State/metro area
Snallest wit Census tract County State/metro area

Age classes
Single years
60-64

65-74, 75-84, 85.
Other

2,7
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SPONSOR:

TITLE:

PURPOSE:

DESIGN:

CONTENT:

4E4

National Center for Health Servioea Research and Health Care
Technology Assessment (Nsa), Department of Health and
Human Servioes (DBES)

Hospital Cast and Utilisation Project: National Sample
of Hospitals

Project Director: Rosanna H. Coffey, Director
Hospital Studies Program
Division of Intramural Research
National Center for Health Services
Research

350 Park Building
5600 Fishers Lane
Rockville, HD 20857

To faoilitate analysis of lifferences among abort-term
hospitals in their use of services, mists of providing care,
and other aspects of behavior.

A sample of 370 short-term acute care nonfederal hospitals
that had oocputerized discharge abstract data for years 1974
through 1977. The discharge abstract data can be linked to
several other files, such as Aserioan Hospital Annual Survey
of Hospitals, DENS Area Resource File, and a physioian
charaoteristics file for 160 of the 370 sample hospitals.

The file inoludes nearly all information oontaloed on
computerized patient discharge abstraot records. Variables
include patient's age, race, sez, prinoipal inaurwnoe, up to
seven diagnoses oodes, up to se/en procedure codes, dates of
admission and discharge, days in special care units, and
disoharge status.

iARS OF DATA 1970-1977: already collected.
COLLECTION: 1980-1984; in process of collection; available mid-1986.

1986-1987: planned.

PUBLICATIONS: See "Annotated Bibliography of the Hospital Studies
Program,. Publication and Information Branch, Room 1-46,
Bark Building, -600 Fishers Lane, Rockville, MD 20857.

AVAILABILITY Contaot project head for information on acoess to
OF UNPUBLISHED unpublished aggregate statistic's from this study. No
DATA: public -use tape will be prepared.

CONTACT: Rosanna H. Coffey
(301) 443-5706
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SPONSOR: Rational Center for Health Services Research and Health Care
Technology kaaesameat (DCHSRL Department of Health and Human Services (NHS)

TITLE: Doapital Cost end Utilisation Project: Sationel Sample
erlkepltals

T:PES OF DATA COLLECTED

Data Public- Data Public-
File Ueo File Use

Tape Tape
DEMOGRAPHIC DATA
Educational level
Race

Ethnicity
Sex
Marital statue
Migration or mobility

Eakti
Acute and chronic conditions
Disability days
Chronic limitations:
of motivity
of mobility

Impairments
lima activity statue

VITAL STATISTICS
Natality ILCOHOL. DRUG ABUSE
Mortality AND MIA HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
DOUSING Alcohol use
Type of dwelling Drug abuse
No. of persona in household
Relationship of persons in CHANGES IN HEALTH STATUE
household z Morbidity

Functional limitations
Dic1212LaLKE= Self-perceived health
Labor force partioipation
Taal impose EZligNMM212o1
Sources of income Social interaotion
Net assets Aotivitiea of daily living

Instrumental activities of
SOCIAL SERVICES daily living

BEILTH RESOURCES gum CARE UTILIZATION.
z 'leneral hospitals x General hospital services

Private psychiatric oospitals Nursing home services
Publio mantel health hospitals Home health care
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community-based reaourc . Mental health outpatient
Health professions services
Other professional rea-urcee Alcohol and crag abuse sentare

Physician services /visits
UEALTH EXPENSES Dente: eervioesivisite

z Costa of care Prescription drugs
Out-of-pocket coats Other

z Medicare
z Medicaid 9111ER BROAD CATEGORY

State expenditures FOR SAMPLING UNIT
z Private insurance
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SPONSOR: National Center for Health Sevices Research and Health Care
Technology Assessment WNW, Department of Health and Human
Services (DM)

TITLE: Hospital Cost mod Valimatiom Project: National awl. of
Boapitala

;ELECTED ITEMS IN DATA SET

SIZE CF SAMPLE
No. of Discharges

Ate (1970 -1977) Nonresnonse Rate

Total 20,000,000 (Small at the
Under 65 19,200,000 patient level;
6544 400,000 but about 55%
75-84 300,000 at hospital
85. 100,000 level)

AV1rtimtITT7 AND LOCATION OF SPECIFIC DATA ITEM

Item Data File Publio-Use TOPS. Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit Nation
Smallest unit Zip code

Age classes
Single years
6044
654.

65-711, 75-64, 85+

Other
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SPONSORS: National Center for Health Services Research and Heat. e-re
Technology Asaesament ($CBSR) and National Center for H.
Statistics (NCHS), Department of Health and Human Servic
(DHSS)

TITLE: Midlevel Medical Care ittpeaditaras Survey (INCES), 1977 TB

CONTRACTORS: Research Triangle Institute, NC; National Opinion Research
Center of the University of Chicago, and Abt Associates,
Inc. of Cambridge, MA

Project Director: Daniel C. Walden, Senior Research
Manager

Division of Intramural Research

National Center for Health Services
Research

350 Park Building
5600 Fishers Lane
Rockville, MD 20857

PURPOSE: The National Medical Care Expenditures Survey was designed

to provide a comprehensive statistical picture of how health
services are used and paid for in the United States.

DESIGN: NHCES in a one-time panel sample that interviewed about

40,000 persons in 14,000 randomly selected households in the
civilian, noninatitutionalimed population. The sample
design is a stratified, multintage, area probability sample
that allows for the determination of approximately unbiased
estimates of health parameters at the national level.
Respondents were interviewed six times over an 18-month
period during 1977 and 1978. The survey was complemented by
additional surveys of physicians and health care facilities
providing care to household members during 1977 and of
employers and insurance companies responsible for their
insurance coverage. The principal MRS response rate vas
82$, defined as the proportior of eligible first round
reporting units that responded to all ro'*nds of
interviewing.

CONTENT: Data collected inelt4es but is not limited t.: expenditures
and sources of paynent for all major forma of medical care;
sociodemographic and economic obaracce:latica of
reapondentai insurance coverage of respondents; information
fro.: medical providers about respondents; and access to
medical care.

TEARS OF DATA NMCES consists of aim rounds of data collection covering
COLLECTION: an t8 - month period between 1977 and par. of 1978. A 1987

National Medical Expenditure Survey (MMES) is planned
jointly with =MR and the Health Care Financing
Administration. The household sample is expected to have
about 14,000 households including overaamples of blacks,
Hispanics, low - income people and people with functional
limitations. The Institutional Population Component sample
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SPONSORS: National Center for Health Services Research and Health Care
Technology Assessment (NCBSR) and National Center for Health
Statistics (NCHS), Department of Health and Hunan Services
(DHSS)

TITLE: Itticael Nedinal Care Expenditure Survey WEN). 197T-78

will include about 13,000 clients of nursing and personal
care homes, psychiatric hospitals, and facilities for the
mentally retarded.

PUBLICATIONS: See "Annotated Bibliography of the National Health Care
Expenditurea Study, National Center for Health Services
Research and Health Care Technology Assessment, 1985.

AVAILABILITY Public use tapes are now available for person-based
OP UNPUBLISHED information and on events of medical care from the National
DATA: Technical Information Service. Additional public-use files

on insurance coverage, employer characteristics, and
episodes of illness will be available from NTIS in the
future.

TT° present person public -use file contains one record per
person on population charaoteristios, health status, access
to care, health insurance coverage, and on use,
expenditures, and sources of payment or medical and related
services. The data file also has the capacity to link
sample members to specific households 80 the fully
analyses can be undertaken. The survey reference period is
1 January to 31 December 1977.

Two versions of the file are available from the National
Technical Information Service --a Statistical Analysis System
(SAS) file and an Extendeu Binary Coded Decimal Interchange
Code (EBCDIC) file. The ordering nuaber for the SAS version
is PB 83-198077 and it is PB 83-199539 for the EBCDIC
version.

T.,e documentation for this file, which is included in the
rarchase price, contains a description of OCRS; information
on sample design, construction of population weights, any
methods of variance estimation; information on imputation of
missing data and related procedures; description of rile
structure and content; and technical notes.

Another public use data set from NEM, available at NTIS,
contains one record per event of use of hoepital, physician,
nonphysioian, and dental servicea as well as one record per
event of use of preaorlbed medicines, aye-gleams and
convert lenses, and medical # uipeent and supplies. Each
file contains information on variables related to use, such

222
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SPONSORS: National Center for Health Services Reaearat. and Health Care
Technolcgy Astomment (NCBSR) and National Center for Hea)th
Statistics (NOBS), Department of Health and Human Servioea
(DHSS)

TITLE: Ettiommi Medical Care Expenditure Sunny (177.5), 197T-78

as ohargee, aourcee of payment, length of stay, cites of
care, and conditions. The data files have the capacity to
link events of care to members of the EWES sample in the
person record data sets. The title:, and ordering numbers
are as follows:

National Medical Care Expenditure Survey Household
Data: Hospital, Physician, Nonphyaician and rou:.al
Records SAS Piles, PB 85-246619.

National "edical Care Expenditure Survey Hot
Data: Boapital, Physician, Nonpbysician an. Dental
Records EBCDIC Files, PR 85-246685.

National Medical Care Expenditure Survey Houaehold
Data: Prescribed Medicinea, Eyeglasses and Contact
Lenses and Medical Equipment and Supplies Reocrda SAS
Piles, PH 85-246627.

National Medical Care Expenditure Survey Household
Data: Prescribed Medicines, Eyeglasses and Contact
Lenses and Medical Equipment and Supplies Records EBCDIC
Piles, PH 85-246649.

The files can be purchased from the National Technical

Information Service, 5285 Port Royal Road, Springfield, VA
22161.

CONTACT: Daniel C. Walden
(301) 443-4836
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SPONSORS: National Center for Health Services Research and Health Care
Technology Assoseaent (NCHSR) and National Center for Health
Statistios (NCHS), Department of Health and Human Services (DHRS)

TITLE: National Medical Cam Nximartitnrea Survey DIMES). 1977-78

SIPES OP DATA COLLECTED

Datl Public-
File Use

Tape

x

DEMOGRAPHIC DATA
Educational level
Race
Ethnicity
Sex
Marital status
Migration or mobility

VITAL SUIT CS

Natality
Mortality
Marriage
Divorce

HOUSING
Type of dwelling
No. of persons in household
Relationship of persons in
household

INCOME AND WEALTH
x x Labor force participation

x x Total imam
x x Sources of Mecca
x x Net assets

3 ,

Data
File

19SLILWLYAM

HSWIll RESOURCES
General hospitals
Private psychiatric hospitals
Public mental health hospitals x

Arraing homes
Other institutional resources x
Courunity -based resources
Health professions
Other professional resources

HEALTH EXPENSES
Costa of care
Out -of -pocket coats

Medicare
Medicaid
State expenditures
Private insurance

224

Public-
Um
Tape

x
EENkti
Acute ALS chronic conditions
Disability days
Chronic limitations:

of activity
of mobility

Impairments
Usual activity status

&COBOL. NOG ABUSE,
AND MENTAL HEALTH
Cognitive impairment male
Behavior problems
Depression
Alcohol use
Drug abuse

CHANGES IN HEALTH STATUS
,,Morbidity

Functional limitations
Self-perceived health

iStEMALLIffigra
Social interaction
Aotivities of daily living
Instrumental activities of

daily living

lirtganCMtnnanNE
General hospital sorvioes
Nursing Moe services
Hose health care
Rehabilitation
Mental health hospitalization

X MentaJ health outpatient
services

Alcohol and drugabusecentera
Physician services /visits

Dental services/visits
Prescription drugs
Other

OTHER BROARSATMEL
FOR SAMPLING ma
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SPONSORS: National Center for Health Services Research and Beath
Care Technology issassaent (SCUBA), and National Center for
Unit:: Statistics (ACM), Department of Health and Human
Urvioas (DEW

TITLns Natimeal Nedimel Cars Szpeeditaree Survey ( IRCO), 1977-78

811.80TED XTUMS IN DATA SAT

SUB OF SAMPLE

Number in Staple Nonresnonae Rate

T4tal 40,32C 18%
Under 65 35,760
65-74 2,862
75-84 1,362
854. 372

AVAILABILITY AID LOCATION OF SPECIFIC DATA ITSMS

;too Data File Publio-Use Tana Pubitteld Tables

Data of birth
Sooial 1aouzity no.
Vetaran status
Gaoaraphio data
Largest unit U.S. U.S. U.S.
Smallest unit Census C.ILMUS Census

division division division
Age class..

Single pars
60-64
65.
65-74, 75-84, 85.
Other
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SPONSOR: Rational Center for Health Servioes Resaaroh and Meant: Care
Technology kasassemnt (NCES1), Department of Health and

Human Servioes (DEES)

TITLE: Moans of Maredng Nome Admissions

Project Director: Mary Ann Levis, Adjunct Associate
Professor, Medioine and Nursing

Otneral Internal Medicine and
Health Servioes Research Division

Department of Medioine
UCLA Health Soienoes Center
Los Angeles, CA 90024

PURPOSE: To develop models to prediot the outoomes of patients
admitted to skilled nursing ogre faoilities, develop
baseline data to assess the effects of the hospital- based
diagnosis related group (DRO) prospootive payment system on

nursing home patients.

DESIGN: Of the 46 nursing homes in the 'irban areas of the Standard
Metropolitan Statistioal Area of San Bernardino, Riverside,

and Ontario, California 45 partioipated in the study. This

longitudinal study °mores the discharge outcomes of a

1982 -83 pre -DRO (n 2,026) 1984 post -DEG (n 950) with a

1980 pre -DRG Co . 563) oohort.

An earlier study (1980) served as a pilot for the present

research. in the 1980 study, 24 nursing bones were randomly
selected from 51 facilities in the urban areas of San

Bernardino. Riverside, Ontario, Standard Metropolitan

2tatistioa, Area. A random sample of 563 (1980 pre -DRO)

patients wa3 eeleoted from all patients discharged from the

24 faoilitiea. A total of 529 patients were traoked for 2
years to assesa utilization of hospitals and nursing homes.

CONTENT: The oharaoteriatios of patients at admission to the nursing

home were collected.

Age, se S, marital status, legal oompetenoe, source of
payment, (i.e., self-pay, Medioare, Hedioaid), prior living
reaidenoe, ability to ambulate, perform aotivitiea of daily
living, mental statue, behavioral problems, medioal
diagnosis, vfsitors during first month, medioations, length

of stay, disosarge outcome including disposition following
hospitalisation, utilization of hospitals and nursing hems
up to 2 years, and status at 2 years following initial
nursing home discharge.

TEARS OF DATA The pilot study was based on disobarges in 1980; the final

CCLLECTION: study on discharges in 1982-83 and 1984.
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SPONSOR: National Center for Health Sorties:: Reaearsh and Health Care
Technology Aseeassent (NCILSR), Department of Health and
HUM= Services, (HHES)

TITLE: Outcomes offal-310.1E0m ldvissions

PUPLICATIONS: The 1980 :study hen been reported In:

Levis, M.S., Lane, R., Cretin, S., and Clark, V., "The
loved/ate and Subsequent Outoonea of Nursing Home Care,"

beriean Journal of Public Health, Vol. 75, No. 7, 1985.

Levin, M.S., Cretin, S., and Lane, R., "The Natural History
of Nursing Hose Patients."

The 1884 study in not yet cooplets.1.

AV/MOIL/Tr' For the 1980 study, bee: Levin, Nary Ann, "The Immediate
OF UNPUBLISHED and Subsequent Outcome of turning HOW Care." University
DATA: of California, Lon Angelea, 1384. University Hiorofilos

International, 300 North Zeeb Road, Ann Arbor, MI 48106.

CONTACT: Mary Ann Levin
(213) 828-6476

727
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SPONSOR: National C.nter for Health Services Research and Health Care Technology Assessment

(NCIISR), Department of Health and Human Services (DM)

TITLE: Outman* of Nursing Bowe Admissions

171c OF DATA COLLECTED

Data Public. Data Public -

File Use File Ose

Tape Tape

DEMOGRAPHIC DAL!, HEALTH

Educational level Acute and chronic oonditlocs

Race Disability days

Ethnicity Chronio limitations:

Sex of activity

Marital status of mobility

Migration or mobility Impairments
Usual activity status

VITAL STATISTICS
Natality gwonoL. DRUG PROSE,

Mortality IND Kenai. HEALTH

Marriage Cognitive impairment scale

Divorce Behavior Problems
Depression

FouW9 Alcohol use

Type of dwelling Drug abuse

No. of persons in household
Relationship of persona in CHANCES IN:

household Morbidity
Functional limitations

INCOME AND HEALTH Self-perceived health

Labor force participation
Total income FUNCTIONAL LMEU

Sources of income Social interaction

Net assets
Activities of daily living
Instrumental activities of

ROCIAL_Ifeaqfia
daily living

HEALTH RESOURCES HEALTH_CARE UTILIZATION

General hospitals General hospital services

Private psychiatric hospitals Nursing home services

Public mental health hospitals Home health care .

Nursing homes Rehabilitation

Other institutional resources Mental health hospitalization

Cotraunity -based resources Mental halth outpatient

Health krofeeions SerViCZ:

Other professional resources Alcohol and drug abuse center,

Physician services/visits

HEALTH EXPEPS:S
Dental services /visits

Costs of care Prescripti,n drugs

Out-of-pocket costs Other

Medicare
Medicaid OINEE_BROAD CATEGORY

State expenditures EMSAMPLINO UNIT

Private insurance

228
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SPONSOR: National Center for Health Services Research and Health Care
Technology Aseessnent ,NCHSR)e Denartrent of Pealth and Hunan
Services (DHHS)

TITLE: Outoomes of Nursing Bose Admissions

$ELECTFD ITINS IN DATA SET

SIZE OF SAKPLE

ARO NUnber in Seurle_____Nonressonee Pete

65.
1980 563
1982-3 2,026
1904 950

APAILAIILITT AND LOCATION OF SPFCIFIC DATA ITEM

;ten Dot& F119

'ICU, of birth

Sccia Security no.
Vete= ststus
Geographic data

Lamest unit
-allent unit

Age classes
Single yearn
60-R4

65.

65-74, 75 -£4, 85. x

Other

Public -0so Tap

229
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SPONSOR: National Center for Health Statiatica (NCHS), Department of
Health and Human Servicea (DRS)

TITLE: Biupmnis Health and Nutrition Examination Survey (MAINS)

PURPOSE:

DESIGN:

CONTENT:

Project Director: Robert S. Murphy, Director
Division of Health Examination Statiatica
Center Building, Room 2-58
National Center for Health Statiatica
3700 East-Neat Highway
Hyattsville, HD 20782

To produce estimates of health and nutritional statua for
the three major Hispanic subgroups comparable to estimates
available for the general population from the National
Health and Nutrition Examination Surveys. These eaticatea
would include the prevalence of certain diseases and the
distribution of a broaJ variety of health-related
measurements.

The HHANES was a cross - sectional study covering three
universes: Mexican- Americana in five southwestern states;
Cuban-Americana in Dade County, Florida; and Puerto Ricans
in and around New York City. Overall, of approximately
16,000 sample persona, approximately 12,0n0 persona (75%)
were interviewed and examined. Sample peraos were between
the ages of 6 months and 74 yearn inelusiZ, and were
noninstitutionalized civilians.

Laboratory analyses, diagnostic teats, interviews, body
measurements, and phyaical and dental examinations were used
to co:lect measures of health and nutritional status.
Target conditions of thin survey included diabetes,
hypertension, heart disease, gallstones, dental diaeas",
otitis media and hearing problems, vision, kidney diaeaae,
liver diaease, alcohol consumption, drug abuse, depression,
iron status, overweight and obesity, dietary adequacy, and
body burden of pesticide residues.

YEARS OF DATA July 1982 through December 1984.
COLLECTION:

PUBLICATIONS: National Center for Health Statistics, "Flan and Operation
of the Hispanic Health and Nutrition Examination Survey,
1982-1984." Prepared by R. Maurer. In Vital and aealth
Statiatica, Series 1-No. 19, DRS Pub. NO. (PHS) 85-1321,
September 1985.

AVAILABILITY Public-use data tapes are scheduled to become ev liable
OF UNPUBLISHED beginning in December 1985.
DATA:

CONTACT: Patricia A. Waive
NCHS
(301) 496-7080
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SPONSOR: National Center for Health Statistics (HCPS), Department of Health and Buser
Services (DENS)

TITLE: Hispania Health and Nutrition Exastination Survey (HHANES)

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use File Use

Tape Tape
DERAMgCDAT
Educational level

x Race
Ethnicity

x Sex
x Marital status

Migration or mobility

x

HEALTH
Acute and chronic conditions
Disability days
Chronic limitations:

of actiyity
of nobility

Impairments
Usua' -"vity status

VITAL STATISTICS
Natality ALCOHOL, DRUG AROSE,
Mortality (AND MENTAL HEALTH
narriage Cognitive impairment scale
Divorce Behavior problems

x Depression
HOUSING z Alcohol use
Type of dwellizg z Drug abuse
No. of persons in household
Relationship of persons in CHANGE'S IN HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND WEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources or income Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Holm health care
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physici;n1 services/visits
HEALTH EXPENSES z Dental services/vieits
Costs of care x Prescription drugs
Out-of-pocket coots Other
Medicare
Medicaid OTHER BROAD CATRDORT
State expenditures FOR SAMPLING UNIT
Private insurance x Examination findings

Nutritional status
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SPONSOR: National Center for Health Statistics (XCHS), Department of

Health .nd Hunan Services (DRS)

TITLE: Blapanin Health and lutrition Examination Survey (EWES)

;ELECTED ITEMS IN DATA SET

SIZE. OF SAMPLE

Age Number in Sample Nonresoonse Rate

Total 15,931 27%

Under 65 15,320 26%

6544 611 39%

75-84
85+

Figures are preliminary.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tape Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data

Largest unit
Scalleat unit ea

Age claaaca
Single years
60-64

65+
65-74, 75-84, 85+ 65-74

Other 6 mos.-74 yrs

Mexican- American population in 5 southwestern states, Cuban-Americans iv
Dade County, Florida, and Puerto Ricans in and around New York City.

of The three groups above, separately and at the county or borough level.

4 Q 3
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SPONSOR: National Center for Health Statistic's (NCHS), Department of
Health and Human Services (DBMS)

TITLE: Life Tablets, Vital Statistics of the United Staten

2roJeot Director: Harry Rosenberg
Chief, Mortality Statistios Branch, and
Robert Armstrong
Actuarial Advisor
Division of Vital Statistics
National Center for Health Statiatica
3700 East-West Highway

Hyattsville, MD 20782

PURPOSE: To summarize death rates in order to obtain standardized
measures of oomyarative longevity.

DESIGN: For annual complete tables, numerators are deaths by single
years of age for a calendar year; for decennial tables,
numerators are deaths by single years of age for the 3-year
period around a census year. For abridged tables, life
tables contain values by age groups. ProVisional life
tables are based on a 10% sample compared with final tables,
which are based on a complete count of deaths. Denominators
for deoennial tubles are based on decennial census data,
while denominators for annual tables are based on midyear
postoenaal population estimates From the Bureau of the
Census. Life tables are also computed by cause of death.

CONTENT: See publications.

YEARS OF DATA Complete life tables, limited States, decennially, since
COLLECTION: 1900; and annually sinoe 1960.

Abridged life tables United States, annually, since 1945.
provisional life tables, United States, anmslly since 1958.
Decennial life tables, states, since 1940 (every 10 years).

PUBLICATIONS: Complete tables: Vital Statiatice of the United States.
Hortalitv, Vol. II, part A. National Center for Health
Statiatios.

U.S. Decennial Lire Table,. National Center for Health
Statiatios. (Publication inoludea tables for individual
states and for selected causes of death).

Provisional tables: Monthly latal Statistics Report,
Annual Summary of Births, Deaths, Marriages, and Divorcos,
United States. National Center for Wealth Statiatios.

AVAILABILITY Latest tables available -a request.
OF UNPUBLISHED
DATA:

CONTACT: Robert J. Armstrong (decennial life tables)
(301) 436-8951

Harry H. Rosenberg (annual data-provisional and final life
tables)
(301) 436-8884
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SPONSOR: National Center for Health Statiatioa (KCBS), Department of Reath and Rumen
Services (DIMS)

TITLE: Life Tables, Vital Statistics of the United States

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Rae File Use

Tape Tape
DEMOGRAPHIC Pat
Educational level
Race

Ethnicity
x Sox

Marital status
Migration or nobility

HFALTE
Acute and chronic conditions
Disability days
Chronic limitations:
of activity
cf nobility

Inpairments
Ural activity status

VITAL STATISTICS
Natalf, ALCOF^L, DRUG ABUSE,
Morta.ity AND MENTAL HEALTH
Marriage Cognitive is'peirrent scale
Divorce Behavior problems

Depression
pousum Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Felationahip of persons in CHAFGES IN REALM STATUS

household Morbidity
Functional limitations

=OPE AND WEALTH Self-perceived health
Labor force participation
Total income FONCTIONAL LEVELS
Sources of isoome Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTF CARE UTILIZATION
Gereral hospitals General hospital services
Private psychiatric hospitals Nursing hone services
Public mental health hospitals Rote health care
Nursing hones Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Eealth professions services
Other professional resources Alccbol and drug abuse centers

Physillan services/visits
KEALTH EXPENSES Dental services/visits
Costs of care Prescription drugs
Out-of-pocket costa Other
Medicare
Medicaid OTPEP BROAD CATEGORY
State expenditures FOR SAMPL/PG UNIT
Private insurance

Decennial life tables by cause of death
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SPONSOR: National Center for Health Statiatica (NCES), Department of
Health and Huron Servicea (HMS)

TITLE: Life Tables, Vital Statiatios of the United States

SELECTED '-Ts IN DATA SET

SIZE OF SAMPLE

Are Humber is Sample NonresPonse Pate

Total
Under 65
65-74 Not applicable
75-84
85+

AVAILABILITT AND LtCATION .F '''Z'CIFIC DATA ITEMS

Item _Ha . Public-0e Tam Published Tableo

Date of birth
Social Securit! no.
Veteran statue
Geographic data
Largeat unit U.S.
Smallest unit State

Age olaaaes
Single yeara x (decennial)
60-64 x (annual)
65+

x (annual)
68-74, 75-84, 85+ x (annual)
Other
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SPONSOR: National Center for Health Statistics (NOBS), Department of
Health and Human Services (DHHS)

TITLE: LongltUdital Study of erg (1S01)

Project Director: Mary Grace Hover
Interview and Exartnation Statistics
Program

National Center for Health Statistics
3700 East -Neat Highway
Ryatteville, HD 20782

PURPOSE: Study changes in funotional status. Develop transitional
probability models. Study relationship between social and
health factors aid death.

DESIGN: The Longitudinal Study on Aging is a prospective study based
on respondents to the Supplement on Aging, a special net of
Questions added to the National Health Interview Survey in
1984. Thus the base is a national probability sample of
people age 55 and older living in the community. All
respondents will be followed by linkage with death records
through the National Death Index. Respondents age 65 and
older will be followed by linkage with Medicare record?.
Respondents age 70 and older will be reinterviewed by
telephone.

CONTENT: Interview hill focus on changes in functioning, care giving,
and living arrangements.

TEARS OF DATA Baseline survey, 1984.
COLLECTION: First reinterview, 1986.

Record linkage biannually.

PUBLICATIONS: Rover, N.G. end J. Fitti, "A Linked Follow-up Study of Older
People." Procecdinre of the Survey research rAct:(n of the
American Statistical Association, 1485.

AVAILABILITY None.
OF UNPUBLISHED
DATA:

CONTACT: Mary Grace Rover
(301) 436-7105
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SPONSOR: National Canter for Health Statlstios (NCHS). Department of Health and Human
Servioes (DHSS)

TITLE: Law:Unit:n.1 Study of Aging (LSD/)

TIPES OP DATA COLLECTED

Data Publio-
File Use

Tape

DE17GRAPRIC DATA
Educational legal
Raoe

Ethnioity
Sex

Marital statue

Migration or mobility

VITAL STATISTICS
Natality
Mortality
Ifarriame
Divorje

HOLSINO
Type of dwelling
No. of persona in household

Relationship of persona in
household

INCOME AND WEALTH
Labor force participation
Total inoome
Sources of income
Net assets

MAJ. SSP/ICES

HEALTH RESOOACES
General hospitals
Privets psyohiatrio hospitals

Publio mental health hospitals
Nursing homes

Other institutional resources
Community-based resources
Health professions

Other professional resources

HEALTH EXPENSE.7
Coats of oars
Out-of-pocket costs
Mediocre
Hodioaid

State expenditures
Private insurance

237

Data Publio-
File Use

Tape

x
x

xx

x

Ktglff
Acute and obronio oonditions
Disability days
Chronio limitations:

of activity
of mobility

Impairment!'

Usual activity atat'ia

Au:0nm DRUG ABUSE,
up MENTAL REALTH
Cognitive impairment scale
Behavior problems
Depression
Alcohol use
Drug abuse

CHANGES IN REALTH STATUS
Morbidity

Functional limitations
Self-perceived health

Social interaotion
Aotivitiee of daily living

Instyumental activities of
daily living

pekm CARE UTILIZATION
General hospital servioes
Nursing hum services
Hose health oars
Rehaoilitation

Mental health hospitalization
Mental health outpatient

servioes

Alcohol and drug abuse ()enter!'

Physioian services/visits
Dental servioes/visits
Presoription drugs
Other

calutgimgMEM
PON SAMPLING UNIT
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SPONSOR: National Center for Eealth Statistios (NCHS), Department of
Health and Human Servioea (DENS)

TITLE: Lomita:Ural Study of Wag (LSOA)

;ELECTED Inn IN DATA SFT

SIZE OF SA8PLE

?Po Ember JP 1984 Sample Henreenenee Rote

Total 17,000
Under 65 8,000

65-74 5,500
75+ 3,500

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEM

;ten Data File Public-Um Tape funlfebed TanIte

Date of birth
SooSel Security no.
Veteran statue
Geographic) data
Largest unit U.S.
Smallest unit Region

Age claims
Single years
60-64
65.
65-74, 75-84, 85+
Other
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SPONSOR: National Center for Health Statistics (NOS), Department of
Health and Human Services (DHRS)

TITLE: National Ambulatory Medical Cara Survey (DISCS)

Project Director: James DeLoster

Chief, Ambulatory Caro Statistics
Branob

National Center for Health Statistics
3700 East-West Highway
Hyattsville, PD 20782

PURPOSE: To provide general purpose statistics describing the
public's use of office -based physician services, the health
problems presented to physicians by ambulatory patients, and
the diagnoatio and therapeutic services received.

DESIGN: Universe: all patient viaSta to office-based physicians in
contiguous United States. Hultlotage eample design
including 3,000 to 5,000 physicians in about 80 geographic
areas. Probability sample, response of approximately 75%.
Sample else 3,000 physicians, 50,000 patient visits through
1981. Sample size in 1989: 5,000 physicians, 75,000
visits.

CONTENT: Information inoludes patient age, sex, race, ethnicity, and
reason for visit; physician's diagnostic end therapeutic
services ordered or provided; dia./noels and disposition
decision and drugs prescribed. Variations from year to year
ere slight.

YEARS OP DATA Data collected annually from 1973 through 1981. Repeated
COLLECTION: in 1985 and scheduled on a triennial basis thereafter. 1985

data uill be released in fell 1986.

PUBLICATIONS: See advance data releases and Series 13: Data on Health
Resources Utilization, National Center for Health
Statlat103.

AVAILABILITY Data ere available in published and unpublished form as
OF UNPUBLISHED well as on public -use data tapes for all years to which
DATA: survey has been coopleted.

CONTACT:

Data tapes are in the collection of the National Archive of
Computerized Data on Aging maintained by the
Inter-university Cone,rtiun for Political end Social
Reeearoh, Ann Arbor, HI 1e104.

1977.-ICPSR 8046, 1978-8047, 1979-8048

Data tepee are also in the collection of the Duke University
Date Archive for Aging and Adult Development (DAAAD),
Durhan, NC 27710.

Faymond Gagnan
NAPCS
(301) 436-'132
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SPOESCP. Motional Conte: for Foalth Statiatios (NCMS), Departvent of health and Muton
/ Services (DRS)

TITLE: National Anbulatory Medical Ca...e Suttey (1110:S)

TYPES OF DATA COLLECTED

Date Publio - Data Fublio -

'Filo Use File Use
Tape Tape

DEMOGRAPHIC DATA
Educational level
Roos

Ethnicity
x Sex

Marital status
Nitration or mobility

=IX
Acute brd ohronic conditions
Disability days
rhronic limitations:
or activity
of mobility

Impairoents
Banal aotivity status

VITAL STATISTICS.

Natality ALCOHOL. DPW ABUSE,
Mortality AFD MENTAL REALM
Marriage Cognitive impairmant scale
Divorce Behavior problems

Depression
VONSIPQ Alcohol use
Type of dwelling Drug abuse
No. of r4raone in household
Relationship of persona in CE-ASH FULEFania/Ara

hous..bold Morbidity
Functional lioltationa

IHCOFF AIM MTALTE Self-perceived health
Labor force portiolpation
Total inocce FUNCTIONAL LEVELS
Sou.cet of income Social interaction
Net Abbots Aotivitlea or daily living

Instrumental aotivities of
SOCIAL SERVICES daily living

EEALTH RESOGFCLI litALTH CARE UTILIEATTOM
General hospitals General hospital aervices
Private payohiatrio hospitals Nursing home servioes
Public mental health hospitals Home health cure
Euro! Ig Ames Rehabilitation
Otbe. institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health profes4lona servioeo
Other pref.:atonal resources Aloohol and drug abuse centers

x x PhysJoJan services /visits
UEALTH EXPENSE Den.s1 alrvicea/viaits
Coats of oars Prescription drugs
Out-of-pocket costa Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures IMARSPLIEU2211
?siesta irsulance

240

491



487

SPOCION: National Canter for Health Statiatioa (Nan), Department of
Bealtn and Human Sarvioos (DUBS)

IsAlousi 6sholator7 Naidical Care Survey (MHOS)

SIZE Or SAMPLI

AK, gusher In 34"1. NocresPonce Nate

Total 46,100 visits 205
Under 65
65-74

75-8A
65.

AVAILABILITY MO LOCATION OF StECIFIC DATA ITEMS

;tag Data File Publla -Qs, Tel* Publisho4 Tables

Dste of birth
Social Security no.
Veteran status
00cirsphio data
Largest mat U.S. n.s.
Smallest unit 4 reales. 4 regions

lg. classes
Single years
60.64

65.
65-74. 75-34, 65.
Other
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SPONSOR: National Center for Health Stal.iatioe (P'iis), Department of
Health And Human Serviose (DIMS)

TITLE: National Death Index (NDI)

ProJeot Director: Robert Bilgrad
Special Aeolotant to the Director
Division of Vital Statistics
National Center for Health Statiatioe
3700 Meat-Heat Highway, Room 1-44
Hyattsville, HD 20782

PURPOSE: The National Death Index (ND') la a oomputerized central
file of death record information. It ie oompiled from
annetio tapes submitted to the National Center for Health
Statiatioe (PCBS) by the atate vital statistics offices.
These tepee oontain a atmndard est of identifying
information for eaoh deoedent, beginning with deaths
mourring in 1979.

Inveatigatore conduoting prospective + retrospective
atudies can use the NDI to determine her Persona in
their studies may have died, and if ao, be provided with the
names of the states in whioh those deaths 000urred, the
dates of death, and the oorreeponding death certifioate

nuLbera. The NMI =Or ea' '.range with the appropriate
atate offioes to obtain c of death certifioates or
openifio statistioal infc Aon such ea 1M130 of death.

DESIGN: The NDI filo ooncaina identifying death record information
for vietual:y all deatu in the United Staten, Puerto Rioo,
and the Virgin Iolanda.

CONTENT: The identifying information on the NDI file 13 provided to
NOBS on magnetio tapes submitted by the atate vital
atatistioa °Mose via oontraotual agree,ente. The items of
information are: state of death, death certifioate number,
date of death, first and lent name, middle initial, father's
surname, social aeourity number, date of birth, me, sex,
rerital statue, state of residence, state of birth, age at
death.

TEARS OF DATA The NDI file contains 10.3 million death records for 1979 -
COLLECTION: 1983. Deaths are added to the file annually, appoximately

12-14 months after the end of a °slender year. Abe. t 2

million records are added each year.

PUBLICATIONS: Patterson, J.E., and Bilgrad, R., The National Death Index
gsperience: 1481-122 (Presented at the Workshop on Exaot
Hatching Hetbodologiee, Arlington, VA. Hay 1985). Inoludea
published nnd unpublished references.
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SPONSOR: National Center for Health Statistics (MSS), Department of
Health and Human Services (DHSS)

TITLE: National Death Index (WI)

National Center for Health Statistics, DBMS Users Manual:
The National Death Index, DES Pub. No. (PBS) 81-1188,

Septezber 1981.

AVAILABILITY The data on the 'DI file are used eolely for matching

OF UNPUBLISHED purposes to assist health invest,gators in their mortality

DATA: ascertainment activitiee. The fi.e is not used to generate

statistioe, The SDI filo is confidential and copies are not

available.

CONTACT: Robert Bilgrad

(301) 436-8951
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SPONSOR: Ne onal Center for Health Statistics (NCHS), Department of Health and Human
Services (DHHS)

TITLE: Ratiocal Death Index (IDI)

TYPES OF DATA COLLECTED

Data Public- Data Public -
Pile Use File Use

Tape Tape
DEMOGRAPHIC DATA ZULU.
Educational level Acute and chronic conditions
Race Disability days
Ethnicity Chronic limitations:
Sex of activity
Marital status of mobility
Migration or mobility Impairments

Usual activity status
VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality AND MENTAL HEALTH.
Marriage Cognitive impaitment scale
Divorce Behavior problem.,

Depression
pouszNo Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND WEALTH Self-perceived health
Labor force participation
Total inccme FUNCTIONAL LEVELS
Sources of incone Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL SERVICES daily living

gEALTH RESOURCES HEALTH CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing haze services
Public mental health hospitals Home health care
Nursing homea Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician services/visits
HEALTH EXPEESES Dental services/visits
Coats of care Prescription drugs
Out -of -pocLet costa Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLTHG UNIT
Private insurance Identifying death record

information
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SPONSOR: Fational Center fel Reclth Statistics (Cas), Dol4rtuout of
Health and Horan Services (DEES)

TITLE: National Death Index (MIDI)

SELECTED ITEM IN DATA SET

SIZE OF POPULATION

Afe me bar fn Ffle Fonresoonse Bute

Total 10,289,558
Under 60 2,448,436
60. 7,841,522

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITENS

?ten Data File Public-Use Tape PublJahee Tvbleo

Data of birth x

Social Security no. x

Veteran status
Geographic data
Largest unit State

Smallest unit County

Age classes
Single years
60-64

65+
65-74, 75-84, 85+
Other

Available solely for matching purposes. Actual information is not

disclosed.
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SPONSOR: National Center for Health Statistics (SCRS), Department of
Health and Boman Services (DHHS)

TITLE: latiocal Divorce Statistics

Project Director: Robert L. Houser, Acting Chief
Marriage and Divorce Statistics Branoh
Division of Vital Statistics
National Center for Health Statistics
3700 East-Vest Highway
Hyattaville, MD 20782

PURPOSE: To collect demographic data on divorces, dissolutions of
aarriagee, and annulments in the United States.

DESIGN: Count of divorces granted from all states. Data on
chareuteristics from sample of divorces occurring in states
ma,ting criteria for divorce-registration area (31 states in
1912). Systematic sample designed to include at least 2,5C0
records from each state.

CONTENT: Characteristics include: age, race, number of the marriage
being dissolved, and education of husband and wife, place
and &ration of carriage, end number of children involved in
the divorce.

TEARS OF DATA Divorce-registration area (DRA) established in 1958. Data
COLLECTION: collected annually.

PUBLICATIONS: yital statiatiop of the United States, Vol. III, Marriage
and Divorce.

Periodic reports in Vital and Health Statistics, Series 21,
published by the National Center for Health Statistics.

AVAILABILITY Public-use tepee for 1968 and subsequent years are available
OF UNPUBLISHED from National Technical Information Service, 5265 Port Royal
DATA: Road, Springfield, VA 22161.

CONTACT: Robert L. Heuaer
(301) 436-8954
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SPONSOR: National Center for Health Statistios (HORS), Departrent of Health and Horan
Services (DHHS)

TITLE: National Divorce Statistics

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use Ftle Use

Tape Tape
DEMOGRAPHIC DATA FEALTY
Educational level Acute are chrork conditions
Race Disability days
Ethnicity Chronic limitations:
Sex of activity
Marital status of nobility
Migration or mobility Icpairnents

Gomel activity statue
E.T.E. STATITICS
Natality 61,0sHOL, DRUG ASUsf,
Mortality {AND MENTAL PEAITU
Marriage Cognitive itapaiment tcsle
Divorce Behavior problera

Depression
MUSING Alcohol use
Type of dwellinL Drug abuse
No. of ryrsons in household
Relationship of persons in CHANGES Tr HEALTH STATUS

l'.oueehold Morbidity
Functional liritaticns

INCOME AND WEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LCVELU
Sources of income Social interaction
Net aurae Activities of daily livinc

Intt.rtmental aotivities of
SOCIAL. SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILT211TOP
General hospitals General hospital services.
Private psychiatric hospitals Nursing hose ter-vieer
Public Dental health hospitals Pore toolth CAM
Nursing hones rehabilitation
Other institutional resources tertal health Doapitc:itation
Coerunity -based resources rental health oottatlent
Health professions service:
Othe- professional resources Alcohol and drug abuse center:.

Physician semices/visite
(UMW EIVEVM Dental semice:/v1fits
Costs of care Prercriptior. drugs
Out-of-pocket costs Other
Medicare
Medioaid 971111 Won rATEKVY
State expenditures FOR SlOT1TUr Uh.TT
Private insurance

Children Involved in divorce
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SPONSOR: rational Center for Health Statistics (PCBS), Department of
Health amd Humar. Services (DEES)

TITLE: National Divorce Statiaties

SELECTED ITEMS IP DATA SET

SIZE OF SAEPLF

Awe rusher in Simple Nonresnoneo Rate

Total 576,928
Under 65 493,472 men

494,257 women
65. 7,765 nen

4,161 women

Veighted rashers, DRA, 1982 (age distribution
excludes cases ith age not stated).

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Futile -Use Tao, Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit U.S. U.S. U.S.

Sralleat unit State State County
(totals only)

Age classes
Single years
60-64
65.
65-74, 75-84, 85+
Other
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SPONSOR: National Center for Health Statistics (NCHS), Department of
Health and Human Service:, (NHS)

Rational Health Interview Survey (ISIS): Core Questionnaire

Project Direotor: Stewart C. Rice, Jr.
Chief, Survey Planning and
Development Branch

Division of Health Interview
Statigtica

Natiodil Center for Health Statistics
Eist-Meat Highway

Hyattsville, MD 20782

PURPOSE: To provide data on the incidonca of acute conditions,
limitation of activity, persona injured, hospitalizations,

. disability days, dental visits, physician visits, and the
prevalence of selected chronic conditions.

TITLE:

DESIGN: The NHIS is a continuing, nt:ionwide, household interview
survey. A probability sample of households in the civilian
noninatitutionalized population of the United States is
interviewed each week by interviewers from the Bureau of the
Census. The sample consists of about 50,000 households
representing about 130,000 persons. The NHIS "core" is not
longitudinal and historically has not been linked to other
files. An NHIS/National Death Index lfnkage capability was
made possible after the 1984 NHIS survey year. In the
future, beginning at the conclusion of the 1987 NHIS survey
year, linkage capabilities' will also exist between the NHIS,
the National Medical Care Expenditure Survey, and the
National Family Growth Survey.

CONTENT: The NHIS provides current information on the amount,
distribution, and effects of illness and disability in the
United States, and the cervices rendered for or because of
such conditions. The NHIS "core" has been virtually
unchanged from year to year.

TEARS OF D'SA Annually since 1957.
COLLECTION:

PUBLICATIONS: Current Eatinalta. an annual publication of the basic
statistics derived from the NHIS, is the prisary
publication. Other publications of s'ecialized analyses are
referenced as Series 10 reports in the gealoa of
publications of the National Center for Health Statistics.
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SPONSOR: National Center for Het..2. Statistics (KCBS), Department of
Health and Human Servioos (DHHS)

TITLE: National Beath Interview Survey MIS): Core Questinnaire

AVAILABILIII Date are available both in public -use data tape form and

OF UNPUBLISHED in unpubliehed tabulation. Public-use data tapes are

DATA: available through 1982. Unpublished tabulation exist for
all years through.1E82 and are on a variety of subject::

relative to health status information. These data can be
obtained by contacting the DiT18100 of Health Interview
Statistics, Rational Center for Health Statistics.

Data tapes for 1970, 1975, 1977, 1978, 1979, and 1980 are in
the Collection of the Rational Archive of'Couputerited Data
on Aging maintained by the Inter-unive-sity Consortium for
Politioal end Social Research, Ann Arbor, HI 48106 (ICPSR

7838, 7672, 7839, 8044, 8049, 8223).

Data tapes are also in the collection of the Duke University
Archive for Aging ano Adult Development (DAAAD), Drrhan,

NC 27710.

CONTACT: Robert Fuchsberg
NCRS
(301) 436-7085
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SPONS0h: Hatiohal Center for Peolth StatJaJos (ECHS), DesWiest of Easlth eau. Plass
5ervices (DEES)

TITLE: rational Health Inturtao Garvey (RESS): Core Questionnaire

TYPES OF DATA COLLECTED

Data Publio-
rath Pub1,0 -

File One
Fill Use

Tape
Tape

DEMOGRAPHIC DATA TIMMx Educational level
Acete are oh oric conditions.x Raoe
Disability .lays

x Ethnicity
Chtorio laitaJoss:

x Sex s of ectiv,ty
x Marital statue x of tobafty

Migration of nobility x Iscaventt
N Usus! octivIly ;talus

VITAL STATISTICS
Natality

ALCOHOL PRVG AFUSE
Mortality nomurnIgMatrage

Cogn'tive ippo,:hent bealt
Divorce

Behavior probleas
DepresaJonMOM lcohol use

Type of duelling
Drug abuse

No. of persons in household

Relationship of persone in
DEADGES IN NFALTP ST8TOS

household Gothaity
Functional linitationu

INCOME AND WEALTH,
Sea' - perceived health

Labor force participation
Total income

FUNCTIONAL LEVELSSourcea of thecae
Social interaction

Net senate
Aotaitiee of eatly laint
Instrusenta, activates of

SOCIAL SERVICES
daily livSng

ligAhlE112211P21 HEALTH CARE UTILIZATION
General hospitals

CenerP1 hospital :services
Private psyobiatrio hospitals.

Nuraing bone setvioee (1968)
Public aental health hospaala Hove health care
Eut.ing hoses Rehabilitation
Other inatitutional reaoutteo Eental health hospitalization
Cocounity-baaed resources Eental health outpatient
Health profeaaione

...entice:
Other profosalonal reaourcea Alcohol and drug abuse centera

Physician aervicea/visita
RADII.: EXPENSES Dental serviceePleas
Costa of oare

Prescription drugs (1965)
Out -of- pocket coats Other

x Mediocre Coverage
x A Medicaid Coverage

OTHER BROAD 'FAgLEEitste expenviturca FOR sArmiliLaa
Private insurance Coverage
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SPONSOR: Rational Center for Health Steil:Ake (RCM), Departvent of
Health end Hunan Services (MIS)

TITLE: National Bea 1th Interview Surrey (MS): Cory Quastlooactro

ELICIED I11113 IN DATA SET

SIZE OF

tg: pester In Samle Hoorsononse Nate

Total 115,00C - 130,000 3-4%

Under 65 103,000 - 116,100

65-74 7,500 -

75 4,800 - 5,400

AVA/LAEILITT AND LOCATION OF SPECIFIC DATA ITEMS

jjzl DM. FS). Public-Cm, Term PublIntfe TeNtls

Date of birth
Soolal Security no.
Veteran :statue

Geographic data
Largeat unit Total C.S. Total U.S. Total O.S.

Scallett urit 4 regions 4 regfons 4 tegiors

Age alliance

Single :miry
60-64
65.

65-74, 75-64, 85
Other
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SPONSORS: Rational Canter for Health Statletlos (NCBS) and National
Inatitute on Aging (NIA), Department of Health and Hunan
Servicea (DHSS)

TITLE: Motional Mielth Xatorview 3urvorit Data for tbo Study of
Secular Change and Aging

Project Director: Harp Grace ;Cover

Interview and Examination Survey Program
National Center for Health Statiatica
3700 Eaat -Vest Highway

Hyattsville, MB 20782

PURPOSE: To monitor the health of the U.S. population.

DESIGN: Sanple of the olvill6n noninatitutionallied
population.

Response rate eaoh year la gretter than 95S.

CONTENT: 'teas that were on the core queationnaire or the National
Health Interview Survey during the period 198941 will be
&Detracted and put in coupon fornot. There will be one
record for each person age 30 and over.

TE0215 OP DATA 1969-81.
COLLECTION:

1wDLICATIONS: Vital end Health Steil:Ales Series 10 is the primary
publication. DeacriptIon of ample and procedures le in
Vital and Health Statiatica Zerlep 1, No. 18.

AVAILABILITY Tape(a) will be a public-um: data tape released through
OF wirmusuo National Technical Information

Servioe (VTIS), s285 PortDATA:
Royal Road, Springfield, VA 22151 and also thra.gh the
Notional Aronfve or Coeputerised Data on Aging
(UACDA), P.0 Box 1248, Ann Arbor, HI 48106.

CONTACT: Hart Grace Paver
(301) 138-7105
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SPONSORS: National Center for Neslth Statistics (ICES) and
National Institute on Aging (NIA), Departnont of Bealth and Nusan Services

(DIMS)

TITLE: National Bealth Interview Survey: Data fOr the Study of Secular Menge

and Aging

TYPES OF DATA COLLECTV)

Data

File
Public:-

Use
Tape

DCMOGRAPNIC DAT&
Educational level
Race
Ethnicity
Sex

Marital status
Migration or nobility

VITAL STATISTt2k
Natality
Mortality
Marriage
Divorce

MUSD%
Type of duelling

x No. of persons in household
Relationship of persons in

household

INCOME AND VEALTU
Tabor force participation

x Total moons
Sources of inecce
Net assets

SOCIAL SERVICES

NEALTV RESOURCES
General hospitals
Private psychiatric hospitals
Public rental health hospitals
Nursing hoses
Other Institutional resources
Cctsunity -based resources

Pealth professions
Other professional resources

IlEALTE ETPFNSES
Costs of care
Out-of-pocket costs
Redioare
Medicaid
State expenditure:
Private Insurance

505

Data Publio -

File Use
Tape

254

Erati
x Acute and chronio conditions

Disability days
Chronic limitations:

x of activity
of mobility

x Impairments
Usual activity status

ALCOHOL. PROS ABUSE.
AND MENTAL REALIII
Cognitive lAmirment scale
Behavior problem
Depression
Alcohol use
Drug abuse

;RANGES IN NEALIT STATUS
Morbidity
Funotionel limitations
Celf-perceived health

Mialnasisinia
Soolal interaction
Activities of daily living
Instrusental activities of
daily living

HEALTE_CAR/ UTILIZATION
General hospital services
Nursing bow services
Mew health care
Rehabilitation
Mental health hospitalisation
Rental health outpatient

'services

Alcohol and drug abuse centers
Physician eervioes/visits
Dental servioes/visits
Prescription drugs
Other

QTNER BROAD Cap=
TOR SAMPLING UNIT
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SPONSORS: Natlooal Canter for Malta Statiatioe :NOM) and
National Institnte on Agini (NIA), Departoent of Health and
RULIZI (DENS)

TITLE: National Nealth Intarvicar Sur+ey: Data for the Study of
Secular Mama sal Agin

;ELECTED irriz IN DATA SET

SIZE OF SAITLE

Are Noeber in Sande Fonreroonre Rate

Total
Under 65
85-74 Not available
75-E4

85.

AVAILABILIn AAD LOCAT700 OF SPECIFIC DATA ITFYS

Ilea Data Ftle Publlo -Use Tens Publlahad Tablet

Data of birth
Social Security to.
Veteran statue
Ceograptio data
Lamest unit V.S. U.S.
Scaliest unit States ration

Ate oleapea
Single years
60-64
65.
65-74, 75-84, 85.
Other
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SPONSOR: National Center for Health Statistics (NCHS), Department of
Health and Human ServioSs (OHM)

TITLE: National Health interview Survey (hat3): Supplement on

Aging (9IA), 1984

Projeot Direotor: Mary Graoe Lovas
Interview and Examination Statistios
Program

vational Center for Health Statistios
3700 Eset -West Highway
Hyattsville, MD 20782

PURPOSE: The National Health Interview Survey (NHIS) is a
multipurpose national survey that is the principal source of
information on the health of the oivilian,
noninstitutionalized population of the United Sates. It

provides ourrent statistioal information on the amount, dis-
tribution, and effects of illness and disabilities in the
United States and the servioes rendered for or because of
suoh oonditions. The Supplement on Aging (SOL) provides
data on functional limitations and the health and social
oars reoeived by the elderly, noninstitutionalized
population, to complement the National Nursing Rome Survey.

DESIGN: Persons ages 55 years and older in the 1984 RBIS household
sample, whioh has a response rate of 97$, were selected for

the SOA sample: 50% of NHIS respondents ages 55-64 and 100%
of persons ages 65 and older were included. Response rate

to the SOA was also 97$.

CONTENT: Health status, funotimal ability, health and community
servioe utilization, employment status, social activities,
family relationshis- and social Support, housing
oharaoteristios and l_ving arrangements, and existence of
health °auditions speolfio to the elderly population. The
information in the supplement for web person oan he
associated with the basin health and omdition information
in the NETS core questionnaire.

TEARS OF DATA 1984 only.

COLLECTION:

PUBLICATIONS: None at this time. First publications will be in 1986.

AVAILABILITY Public -use data tapes, expected to be available in 1986,
OF ONPUBLISBED oan be obtained through the National Center for Health

DATA: Statistios, Soientifio and Teohnioal Information Branch,

3700 East -Veit Highway, Hyattsvile, MD 20782.

CONTACT: Mary Crane Novas

(301) 436-7105
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SPONSOR:

503

rational Center for Health Statistics (NCHS), Departrent of Health and Hunan
Services (DBES)

TIM?: Lab:ea Bealth interview Survey MIS): supplement on Aging (SoA), 1984

TYPES OF DATA COLLECTED

Data
File

X

X

X

X

Public-
Use
Tape

BEl*C4/PFIC DATA
Educational level
Face
Ethnici6y
Sex
Vernal status
bagraticn or nobility

MAL STATTSTICS
Natality
Fertility
Harr Sage

Divorce

DOUSING
Type of dwelling
Fo. ef persons in householc

Relationship of persons in
lou:ehold

:POW AND UFALTH
Labor force participation
Total ineone

Sources of !score
Vet tarots

Senn. srevics

EauT PrSOURCFS
General hospitals
Private psychiatric hospitals
Public certal health hospitils
forting poser

Other institutional resources
Cossunity-based resources
math professions
ether professional resources

pram EXPRESFS
Costs of care
Out-of-rocket costs
Feeicare
Fedicaid
State expenditure:
Private insurance

257

Data
File

Public -

Use

Tao
HE/1TP

r. Acute and chronic conditions
x Disability days

Chronic linitations:
of activity

of vanity
Inpairients

x Usual activity status

ALCOPCL. DRUG AROSE,
Ann FBTTAL PEALTE

Cognitive ispairtest scale
Behavior probless
Deuession
Alcohol use
Drug abuse

CPAPCFS TV HEALTI STATUS
rorbidity
Functional lis:Aations
Self-perceived health

FUNCTIONAL LEVELS
x z Sccial interaction
x x Activities of daily living
x x Instrurental activities of

daily living

4 , f

HEALTV CARE UTILIZATION
Ceneral hospital services
Nursing hose services
Hose healtn core
Rehabilitation
rental health hospitalization
rental health outpatient
service:

Alcohol and drug abuse cente:s

Physician services /visits
Dental services/visits
Prescription drugs
Other

MEP mon CATECOrT
FOP sAlTup UNIT
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SPONSOR: National Center for Health Statistics (ICES), Department of
Health and Hunan Services (DIDIS)

TITLE: National Health Interview Surrey (IBIS): Suppler:42k on Aging

(SU). 1888

TF DATA SET

SIZE OF eArpLr

Are Kurter in Supple Conresporne rate

Tcbal 17,000
Under 65 e,000
65-74 5,500
75. 2,500

36

/CAI14FILITY AM LOCATION OF SPECIFIC DATA ITFES

'ter Data File Public-Use Taco Published Table

Date of birth
Socir? Security no,
Veteran stet=
Ceectsphic data
Lament unit Total U.S. Total U.S. Tots: C.S.
Srallest unit 4 rectors 4 recions 4 regions

ALe careers
Sinelc years
80-64
65+

65-74p 75-64, 85.
:Aber
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SPONSOR: National Center for Eeeltt Statistics (NCPS), Departgent of
Health and Huhn Servicet (DRS)

TITLE: National Health Interview &Twat, MILS): Supplements

Project Director: Stewait C. Rice
Chief, Survey Planning and Dove:argent

Branch
Division of Eeilth Totem:et, Statistics,
National Center for Health Statistics
3700 East -Hest Highway
Hyattsville, ND.20782

PURPOSE: To provide data, in addition to the basic REIS oata, on
special topic areas pertinent to the Elgin& population, ouch
as living arrangerecto, activities of doily livirg (DL),
instrunental activities of daily living (IAIL), retirecent
atatus, support systems, etc.

DESIGN: The universe studied are those peptone in the U.S. non-

institutionalized civilian population in the ace cctegories
cf interest, an represented by persons in those ace
categories it the EMS probability sucTle of bouseholdE.

COMMIT: Supplements to the NHIS have been conducted annually for the
past 20 years. Topics of coverage in the suppletent vary
free year to year and cay or cay rot apply to tic aging
population. Among those that includa or are designed
ap:^ifically for an aging population are:

Arthritiv--1969, 1976.
Residential nobility- -1979, 1980.
Hearing aid--1971, 1977, 1979.
Visual and hearing impaircent--1971, 1977, 1984.
Edentulous:less-1971.
Some care - -1979, 1880.

Supplement on aging- -1984.

TEAM OF DATA See Content.
COLLECTION:

PUBLICATIONS: NCHS Serie+, 10 publications in the Catalog of Publications
pf the National Ce-'.r for Health Statistic,.

AVAILABILITY Public-use data tapes are available for all euppleneoto
OF UNPUBLISHED through 1983. Requests should be directed to the Scientific
DATA: and Technical Information Emmet, National Center for Health

Statistics, 3700 East-Hest Highway, HyattsDle, 1M 20782.

CONTACT: Robert Fuchsberg
NCHS
(301) 436.7065
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SPONSOR: National Center for Health Statistics (NCHS), Department of Health and Human
Services ;')HMS)

TITLE: National Health Interview Sarni (IRIS): Supplement.

TYPES OP DATA COLLECTED

Data Public- Data Public -
File Use File Use

Tape Tape
DEMOGRAPHIC DATL . Ulan

x x Eduoational level Acute and chronic) conditions
x x Rase Disability days
x x Ethnicity Chronic limit:310ns:
x x Sex of activity
x x Marital status of mobility

Migration or nobility x x Impairments
x x Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DEM ABUSE,
Mortality AND EEELLMLE
Marriage Cognitive impairment scale
Divorce 'Behavior problems

Depression
Kum° Alcohol use
Type of dwelling Drug abuse
No. of persona in household
Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND WEALTH x x Self - perceive,) health
Labor force participation

x x Total income (family) FUNCTIONAL LEVELS
Sources of incOae Social interaction
Net assets Aotivites of daily living

Instrumental activities of
NSal,§ENIZA01 daily living

HEALTH REMURCES HEALTH CANN UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing Moe services
Public mental health hospitals Home health care
Nursing hoses Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse

centers
HEALTH EXPENSES Physician services/visits
Coats of care Dental servioesivisits
Out-of-pocket coats Prescription drugs
Medicare Other
Medicaid
State expenditures OTHER BROAD CATEGORY
Private insurance FOR SAMPLING UNIT

Note: Soong all the NHIS Supplements there are inoluds4 items on almost every type of data
cited in this list.
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SPONSOR: National Center for Health Statistics (NCHS), Department of
Health and Human Service:: (DHSS)

TITLE: National ritaltb interview Survey (1031.5): Supplements

;ELECTED ITEMS IN DATA SET

317.5 OP SAMPLE,

Age Number in Sample Nonreemonae Rata

Total
Under 65
65-T4

75-84
85+

Sample size:: vary by supplement.

AVAILABILI17 AND LOCATION OF SPECIFIC DATA ITEM

;tom Data File FV4110 -Use lain Published Table*

Date of birth
Social Security no.
Veteran status
Geographic data
1r:oat unit Total U.S. Total 0.3. Total U.S.
Smalleat unit 4 regions a regicqs e regions

Age olasaes
Single years
60-64
65+

65-7e, 75-88, 85+
Other
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SPONSOR: National Center for Health Statistics (RUBS), Department of
Health and Human Services (DUBS)

TITLE: National Health and Nutrition Nmanination Survey (IBMS I)

Project Director: Robert S. HUrphy, Director
Division of Health Examination
Statistics

Center Building, Room 2-F8
3700 Eaat4eat Highway
Hyattsville, HD 20782

PURPOSE: Established under the National Health Survey Act of 1956 to
obtain those kind& of health data optimally obtained by
direct physical eminationa and physiological and
biochemical measuresenta Heaaurea and monitors health and
nutritional statua of the U.S. population. Permits
estimation of the prevalence of certain diaeasea and the
dfatributiona of a broad variety of health-relatc,d
meaaurements.

DESIGN: Probability sample of the U.S. olvillan noninatitutionalized
population sees 1 through 74 yearn. Cross -seotimnal study
of 31,973 persona of whom 23,808 were examined. Compoaed of
two overlapping seta of examination components referred to
as the nutrition examination and the detailed medical
examination. Six distinct probability aamples were
contained within the overall survey. This study an used as
the baseline for a later study called the NRAHES I
Epiddologic Follow-up Survey.

CONTENT: Demographic information; medical histories; dietary
information; elestrooardlograma; body measurer.mta:
dermatological and ophthalmological examination::: general
medical examination; hematological, blood chemistry, and_
urolcgical laboratory determinations. In the detailed
medical examination, additional data were collected on a
aubaample of adults 25-74 year& by supplementary

questionnairea concerning arthritis, respiratory conditions,
and cardiovaioular conditions; an extended medical
examination, z-raya of the chest for heart alma and
pathology as well as lung volume and pathology; x -rays of
the hip, sacroiliac, and knee joints for asaesament of
arthritic and related changes; apiropetry and additional
laboratory determinations.

YEARS OF DATA 1971 to 1975. NHANES II was conducted from 1976 to
COLLECTION:

PUBLICATIONS: National Center for Health Statistics: Plan and operation
of the Health and Nutrition Examination Survey, United
Staten, 1971-1973. H.N. Filler. Vito] end Health
;tatiat:ca. DEEM Pub. No. (PHS) 79-1310. Series 1, Nos.
10A and 1CH. December 19/8.
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SPONSOR: National Center for Health Statistics (NCHS), Department of
Health and Hunan Services (DHRS)

TITLr: National Health and Nutrition Easadnation Survey (NUNES I)

PUBLICATIONS: National Center for Health Statistics: Plan and operation
of the NHANES I Augtentatiol Survey of Adults 25-74 years,
United States, 1574-1575. A. Engel, R.S. Murphy, K. PaJrer.
and F. Collins. Vital and Health Statistics. trEN Pub. V.
(PHS) 78-1814. Series 1, No. 14. June 1978.

See also Catalog o' Publications from the rational Center
for Health Statistics. Publications listed in Series 11 of
Vital and Health Stasiaticr.

.VAILAEILITT Data tapes Pre available on virtually all the information
OF UNPUPLISFED collected in KNAVES I. A catalog is available fret the
DATA: Scientific and Technical Information Eranch, National Center

for Health Statistics, Soon 1-57, 3700 East -Nest Higtuay,
Hyattsville, ED 20782.

CONTACT:

Data collected in the HA= surveys can be located by meats
of EINDEX, available in lard copy or on a floppy diskette.
Cach lino of HIP= contains infcrtation on an individual
data item, Oving its contents, classification, method by
rbich tho date was obtained, the age fence for uhich it wau
collected, the survey year in 'which it was collected, and
the location of the data item on the tope. minx boa been
released in throe volutes: ore indexes the data items in
alphabetical sort by data category; the second Jr an
alphabetical sort by data field; and the third, a nuorical
sort by tape and position field.

Data tapes for tbo first rational Health and Nutrition

Exasination Survey (NUNES r) are in the collection of the
National Archive of Coto' Axed Data cn Agirg maintained by
the Inter-university Ccn..A.tium for Political and Social
Retearct, P.O. Sox 1248, Ann Arbor, PI 481g6.

Patricia A. Vafve
rar,
ow 416-708o
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SPONSOR: National Center for Health Statistios (NCHS), Department of Health and Buren
Services (DHNS)

TITLE: Rational Health and Nutrition Examination Survey MAIMS I)

TYPES OF DATA COLLECTED

Data Public)... Data Public-
File Use File Uso

Tape Tape

DEMOGRAPHIC DATA ?EALTH
x x Educational level x x Acute and chronic conditions
x Rece Disability days
x x Ethnicity Chronic limitations:
x x Sex x x of eotivity
x x Marital status x x of mobility

Migration or mobility x x Impairments
x x Usual aotivity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality AND HE'NTAI, HEALTH

Marriage Cognitive impairment scale
Divorce Behavior problems

x x Depression

ROUSING Alcohol use
x x Type of dwelling Drug abuse
x x No. of persons in household
x z Relationship of persons in CHANGES IN REALTP STATUS

household Morbidity
Functional limitation

INCOME AND WEALTH Self-perceived health
x x Labor force participation
x x Total inoone FUNCTIONAL LEVELS
x x Sources of income Social interaotion

Net assets Aotivities of daily living
Instrumental aotivities of

,SOCIAL SERVICES daily living

HEALTH RESOURCES EEALTH CARE UTILIZATION
General hospitals General hospital aervioes
Private psychiatric hospitals Nursing home servioes
Public mental health hospitals Home health care
Nursing homes Rehabilitation
Other institutional resources mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources. Alcohol and drug abuse centers

x x Physician services/visits
HEALTH Exper3Es x x Dents,. sectioes/v,,sits

Costa of care Prescription drugs
Out-of-pocket costs Other
Medicare
Medicaid QTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance x x Examination findings

x x Nutritional status
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SPONSOR: Rational Center for Health Statistic's (MS), Department of
Health and Hunan Services (DHHS)

TITLE: National Health and Nutrition !Examination Survey (NUNES I)

MELTED ITEMS IN DATA SET

SIZE OF SAMPLE

Axe in Samples Nonreenonee Pate

Total 28,043 26.15
Under 65 22,651 23.75
65-74 5,392 35.75

Numbers and rates apply to the largest of the
NHANES I enbaamples, the 65 location nutrition
examination sample.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

ten Date File FuDlio -Ono Taps Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit National National ENtional
Smallest unit County Region National

Age classes
Single years
60-64
65+

65-74, 75-84, 85+ 65-74 65-74 65-74
Other 144 years 1-7A years 10-year age

intervals
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SPONSORS: National Center for Health Statiation OCHS)
with National Inatitu:e on Aging end other Inatitutea

TITLE: MVO I Epidemiologin Follow-up Study: Initial Follow-up,
1982-84

PURPOSE:

DESIGN:

Project Director: Helen E. Parbano
Special Anniatant
Division of Analyals
National Center for Health Statiation
3700 East -Neat Highway
Hyattsville, PM 20782

Identify chronio diseaae rink faotors aaaoolated with
pc -bidity and mortality; ascertain changca in rink factors,
morbidity, functional limitation and institutionalization
between NUNES I and the follow-up recontaota; and map the
natural history of chronic diaeamen and Functional
impairmenta in an aging population.

The baaeline survey, the first National Health and Nutrition
Examination Survey (NHANLS) conducted by GCBS from 1971 to
1975 wan a probability wimple of the oivilian noninatitu-
tionalized coterminoua U.S. population ages 1-74 yearn. The
population of the follow-up study include* the 10,407
persona who were melt 25-74 at the tine they were examined
in the original EHANES I Survey.

COPTENT: See Types of Data Collected.

TEARS OF DATA The NHANFS I Epideniologic Follow-up Study: initial

COLLECTIONS: follow-up 1982-84; data tepee will be available in early
1987. Continued follow-up of the elderly 1985-86; data
Upon will be available in 1989. Continued follow-up of
total aanple 1986-87; data tepee will be available in 1990.

PUBLICATIONS: - Cornoni -Huntley, J., Barbano, H.F., Brody, J.A., Cohen, P.,
Felonan, J.J., Kleinman, J.C., and Madan*, J., National
Health and Nutrition Examination Survey - -Epidemiclogic
Follow-up Survey. Public Health RenOrta 98:245-251.

AVAILABILITY While data tapes are being cleaned up, collaborators from
CF UNPUBLISHED National Institute on Aging, other National Inatitutea of
DATA: Fealth, and the Alcohol, Drug Abuse, and lk)ntal Health

Adninietration are 'sing data Lapel'. Public -ume data tepee
available beginning in 1987.

CONTACT: Jennifer Madana
KCBS

(301) 436-5975
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SPONSORS: National Centeir for Beialth Statistics (NCNB) with National Institute on Aging and
other Inntituteis

TITLE: NBAMIS I Zpidodologio Follow up Study: Initial Follow -ay, 102-84

TYPES OF DATA COLLECTED

Data Public- Data Public -
Files Use file' Use

Tape Tape
DEMOGRAPHIC DATA UPLXft
Educational level Acute and chronic conditions
Rae* Disability days
Ethnicity Chronic linitations:
Sex

Marital suit...,

x of activity
x of mobility

Migration or nobility x Impairments
x Usual activity status

YXTAL STATISTICS
lis.ality ApCODDL. DEW ABUSE,
Mortality VISJSZIAlailli8
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
:HOUSING Alcohol use

x Type of dwelling Drug abuse
x No. of persona in household
x Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND lova x Self- perceived health
x Labor fora* participation
x Total Limon* ACT/CHAL LEvELS
x Sources of incoue x Social interaction (limited)

Net casets x Activities of daily living
x Inatrunental activities of

;OCTAL SERETCEa daily living

HEALTH RESOURCES UZALTV CARE UTILIZATION
General hospitals x General hospital services
Private paychlatric hoapitele x NursirE home aervicea
Public mental health hospitals Hots health care
Nursing homer. x Rehabilitation
Other inatitutional resources x Mental health hoapitalimation
Community-based resourcea Mental health outpatient
Eealth profesaions services
Other professional resources x Alcohol and drug &bus* centers

Physiciar services/1,13as
HEALTH EXPENSES Dental seirvices/visita
Costa of care x Freacription druct (seilected)
Out -of -pocket cotta Other
Medicare
Medicaid OTHER MAD CATEGORY
State expenditures FOR sAmIxo uvrr
Private inaurance

Initial follow-up
" Inpatient only
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SPONSORS: National Center for Health Statistics (8083) with National
Institute on Aging and other Institutes

TITLE: MANES I goddandologlo Follor-op Study: Initial Follow -up
108244

SIZE OF SAMPLE

to Amber in Saguia Nopreauonse Pate "
S S
Traced Poo-

eased
Total 14,407 93 14.5 6.85
Under 65 10,549 84 6.0 6.6%

3.858 97 37.8 7.8%

;and, for whom we have interview data ".

Total 85%
Under 65 84%

86%

it time of Example selection in 1971 -75;

Of

interviewed in 1982-83.

Percentage of sample located alive not
responding t4 questionnaire (Includes refusal
and subjects living outside the coterminous
D.S.).

Inoludea proxy for deceased or incapacitated.

AVAILABILITY &10) LOCATION OF SPECIFIC DATA ITEMS

Date of birth
Social Security DO. X
Veteran status
Geographic '4 -ta

Largest unit D.S.

Irmllest unit Clustcr of
countlea

Age classes

Single years
60-6%

65-74. 75-84, 85.
Other

519

x

U.S.

Region (4)
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SPONSOR: Rational Center for Ilealtb Statiatios (NM), Departmont of
Health and Hunan Services (DIES)

TITLE: NUNES II. &aced laticeal Neeltb and Matritiou Ibmalnatiom
Survey

Projeat Director: Robert S. Murphy. Director
Division of Belaltb Exasination Statistics
Cantor Building, Rocs 2-58
Rational Center for Pealtb Statistics
3700 East -Vest Hignway
Hyattsville, MD 20782

PURPCSE: Establiabed under the National Health Curvey Ant of 1956 to
obtain those kinds of health data optimally obtained by
direct physical amaainations and physiological and
bloohemloal ssasuresen.e. Measures and monitors health and
nutritional status of the U.S. population. Permits
eatimation of the prevalence of certain aisweases and the
distributions of broad variety of health- related
measurements.

DESIGN: Probability sample of the U.S. civilian nocinstitutionalimod
population ages 6 months to TA years. Croas-sectional study
of 27.801 persona of wbom 20.322 (73.19) were inbarviewed
and examined.

CONTENT: Demographic information, medical bistoriles, dietary
information. :electrocardiograms. body measurements. allergy
teat results. x-ray. of obest and cervical and lumbar spine.
glucose tolerance test results, liver function and anemia
testing results. lipid testing results. pesticide teat
results. and bematology tests. Target conditions included
diabeten, kidney patbology, liver disease. allergy.
oateoarthritis and disc de:generation, oardlovascular
conditions, and body burdens of carbon monc.14e. lead. and
pesticide residues.

TEAM OF DATA !HANES II was conducted from February 1976 to February
COLLECTION: 1980. Current plans are under way for a !HARES III to be

fielded in 1988.

PUBLICATIONS: National Center for Health Statistic.. Plan and Operation of
the Second National Health and Nutrition Examination Survey,
1976-1980. McDowell at al. TIM and health 3tntiotios.
Darien 1-No. 15 DENS Pub. No. (P80 81-1317. July 1981.

Nee also Catalog of Publications from the National Center
for Health Statistics. Publications listed in Series 11 of
yitel end Health Satiation.
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SPONSOR: National. Center for Health Statistics (NCHS), Department of
Health and Human Services (DBES)

TITLE: IBMS II, Secced National Beath And Nutrition Examination
Survey

IVIILABILITT Data tapes are available on a major portion of the
OF UNPUBLISHED information collected in NHANES II. A catalog is available
DATA: from the Scientific and Technical Information Branch,

Nations? Center for Health Statistics, Room 1-67, 3700
East -Peet Highway, Hyattsville, HD 20782.

Data collected in the BANES surveys can be located by means
of HINDU, available in hard copy or on a floppy diskette.
Each line of HINDEX contains information on an individual
data item, giving its contents, classification, method by
which the data was obtained, the age range for which it 1183
collected, the survey year in which it was collected, and
the location of the data item on the tape. [(INDEX has been
released in threa volumea: one indexes the data items in
alphabetical sort by data category; the second ie an
alphabetical sort by data field; And the third, a numerical
sort by tape and position field.

Data tapea for the Second National Health and N,:rition
Examination 2 rvey (NUNES II) are in the collection of the
National Archive of Computerized Data on Aging maintained by
the Inter - university Consortium for Political and Social
Research, P.O. Box 1248, inn Ar*.,-, HI 48106.

CONTACT: Patricia A. 'Waive
NCHS

(301) 43C -7080
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SPONSOR: National Center for Health Statistics (NCHS), Department of Health and Human
Services (DABS)

TITLE: MIXES II, Second National Health and Nutrition Examination Survey

TYPES OF DATA COLLECTED

Data Public- Data Public -
File Use File Use

Tape Tape
DEMOGRAPHIC DATA HEALTH

x x Educational level x x Acute and chronic conditions
x x Race Disability days
x x Ethnicity Chronic limitations:
x x Sex x x of activity
x x Marital status x x of mobility

Migration or mobility x x Impairments
x x Uaual activity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
HOUSING Alcohol use

x x Type of dwelling Drrg abuse
x x No. of persons in household
x x Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity
Fuictional limitations

INCOME AHD WEALTH Self-perceived health
x x Labor force participation
x x Total income FUNCTIONAL LEVELS
x x Sources of income Social interaction

Net assets Activities of daily living
Instrumental activities of

SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health care
Nursing hopes Rehabilitation
Otiar institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician services/visits
WEALTH EXPENSES Dental services/visits
Costs of care Prescri-tion drugs
Out-of-pocket costs Other --Some condition-specific
Medicare utilization data
)2dioaid

State expenditures OTHER BROAD CATEGORY
Private insurance PO, SAMPLING UNIT

Examination findings
Nutritional status
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SPONSOR: National Center for Health Statistics (NM), Department of
Health and Human Seryices (DHHS)

TITLE: NUNES El, Secoad Natlomel Health and Nutritioa Examination
Survey

$EINCTED ITEMS Ili DATA SET

SIZE OF SAMPLE

Axe Number in Sample Nonreavonse Rate

Total 27,801 27%
Under 65 23,589 25%
65-74 4,212 38%

AVAILABILITT AND LOCATION OP SPECIFIC DATA ITEM

;tea Data File Publio-Use SADO Publiahed Tablea

Date of birth x x
Social Security no.
leteran status: x x
Geographic data
Largest unit National National National
Smallest unit County Region National

Age classes
Single years x x
60-64 x x
65. x x
65-74, 75-84, 65. 65-74 65-74 65-74
Other 6 mos-74 yra 6 mos-74 yra 10 -year age

iaterals
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SPONSOR: National Center for Health Statistics (NOS), Department of
Health and Human Services (DOS)

TITLE: national Hospital Discharge Strvoy (ODS)

Project Director: Mary Bolen
Chief, Hospital Care Statistics

Branch
National Center for Health Statistics
:700 East Neat Highway
Hyattsville, MD 20782

PURPOSE: The survey provides information on the utilization of short -
stay nonfederal hospitals in the United States. Only
hospitals with six or more beds are included.

DESIGN: The sample is a two-stage stratified probability sample of
hospitals and patients within hospitals. Stage 1 Includes
a 10% sample of all short-stay nonfederal hospitals, and
stage 2 inoluGas a sample of dieobargee. Approximately
200,000 records per year are collected and weighted up to
national estimates. The nonresponae rate is approximately
15% in the last 10 years and lean before that.

CONTENI: Data on medical record abstracts for dieobargea from
boapitala are collected for patient age, sex, race, marital
status, disposition; patient's length of stay and (since
1977) expected source of payment; and diagnoses and surgical
procedures. Information is available on sirs, ownership,
and region of country of hospital.

TEARS OF DATA Annually since 1965. 1984 is most reoent year for which
COLLECTION: data are available.

PUBLICATIONS: Annual data are published in NCO, Advance Data acries, in
NOS Vital and Health Statiatioa Series 13, and in Special
Reports.

AVAILABILITI Unpublished data are available fro,, 1965 to 1984.
OF UNPUBLISHED Data tapes are available for 1970-1983 from National
DATA: Technical Information Service, 5285 Port Royal Road,

Springfield, VA 22101. Telephone: (703) 487-4763.

CONTACT: Hospital Care Statistics Branch
(301) 436-7125
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SPONSOR: National Ginter for Health Statistios (ACES), Department of Health and Human
Services (NHS)

TITLE: Matimal Mospital Maws* Norm OINDO

TYPi3 OF DATA COLLECTED

Data Public- Data Publio-
File Use File Use

Tape Tape

DEMOGRAPHIC DIU WIZ
Educational level x x Aoute and ohronio oonditions

x z Etas Disability days
x x Ethzioity Cbronio liaitationa:
x x Sex of aotivity
x x Marital status of mobility

MIgraticn or mobility Inpairments
Usual aotivity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality AND MENTAL HEALTH
Marriage Cognitive impairment soale

Divorce Behavior problem'
Depression

MUM Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persona in CRANES IN HEALTH STATUS
household Morbidity

Futetional limitations
woe AND WEALTH Self-perceived health
Labor foroo partioipaticn
Total inoome FUNCTIONAL LEVELS
Sources of income Social interaction
Net assets Activities of daily living

Instrumental aotivitieo of

giraga232M daily living

DALTH RESOURCES UZALTH CARE UTILIZATION
General hospitals x x General hospital services
Private pophiatriohoopixolft Nursing home servioes
Publio mental health hospitals Home health oare
Nursing homes Rehabilitation
Other institutional resources v x Mental health hospAtalizotion
Comounit7 -booed resouroes Mental health 094:ationt
Health professions rervioes
Other professional resources Alcohol and drug abuse centers

Physioian so:NU:es/visits
Dun EXPENSES Dental servioes/visits
Cost° of oare Presoription drugs
Out-of-pocket oosts Other
Medicare
Medicaid QTRER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance
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SPONSOR: National Center for Health Statiatioa (NCHS), Departaent of
Health and Human Servioea (DIMS)

TITLE: National Hospital Discharge Survey (ISM)

BLECTED ITEMS IN DATA SET

SIZE OF SAMPLE Per Tear

8Re Nunber in Uncle, Nonreaponee Rate
(Approximate)

Total 200,000
Under 65 150,000
65-74 27,000
75-84 21,000
85+ 7,500

15i

Weighted up to national eatimates,

AVAIUDILITT AND LOCATIOd OF SPECIFIC DATA ITEMS

Item Date File Public-Ogle Tape Published Tablet,

Date of birth or age
Social Security no.
Veteran status
Geographic data

Largest unit U.3. U.S. U.S.
Smalleat unit Division Division Usually region

Age cue:-
Simla y xra
60-64
65+

65-74, 75-84, 65+
Other
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SPONSORS: Rational Center for Health Statistics (NCHS), National
Heart, Lung, and Blood Institute (NIMBI), and Bureau of the
Census

TITLE: National Longitudinal Mortality Study

Project Director: Diane MAY=
Chief, Analytical Coordination Branch
Division of Analysis
National Center for 'eath Statistics
3700 East-Vest Highway
Hyattsville, MD 20782

Investigators: Eugene Rogot, Statistioian
National Heart, Lung, and Blood

Institute
Federal Building, Room 2C-08
Hotheads, MD 20892

Norman Johnson, Mathematical
Statistician

Bureau of the Census, Room 3725-3
Washington, DC 20233

Marilyn McMillen, Statistician
National Center for Health Statistics
3700 East-Vest Highway
Hyattsville, MD 20782

PURPOSE: To study aocdoeconcesio differentials in mortality.

DESIGN: Universe --noninatitutionalized population of the United
States aampled through the Current Population Survey (CPS).

CONTENT:

Records for about 1 million persona included in several CPS
samples (March, 1973; February 1978; March 1979; April,
August, December, 1980; March 1981-1983) are being linked to
the National Death Index to identify deaths. Cause of death
in obtained for all deatha.

The information collected in all CPS data (socideconomio,
demographic), labor force participation information) and
death certificate data for all deatha. The March CPS files
contain more detailel information on income, occupation, and
labor force participation than other CPS files.

TEARS OP DATA CPS data--;973, 1978, 1979,.1980, 1981, 1982, 1983.
COLLECTION: Mortality data--1979-1983. Additional data for 1984-85 have

been budgeted.

PUBLICATIONS: Hakus at al., An Overview of the U.S. National Lone <final

Mortality Study. ;984 ASA Proceedings of the Sodda.
Ptistics Section
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SPONSORS: National Center for Health Statistics (NCHS). National

Heart, Lung, and Blood Institute (NRLS/), and Bureau ofthe
Cetus

TITLE: National Loogitudinal Mortality Study

Begot it al. On the feasibility of linking rums easplee
to the ROI for epidesiolosio studies um Vol. 73, No. 11,
November 1983, 1285-69.

Rogot it al. Mortality by oaune of death asong seleoted
Census Bureau sample cohorts. 1979-81; 1985 ASA Proosedinse
0 the Sooiel Stetiatioe Static*.

AVAILABILITY In-house tapes now being developed for use of sponsors.
OF ONFoRLISRED Future plena not yet deterained.
DITA:

CONTACT; Diane Makuo

(3t.1) 436-5975

217
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SPOISOAS: National Center for Health Statistics (NOIS), National Heart, Lung and Blood
Institute (MEI), and Bureau of the Census

TITLE: national Lomgitmdimal Mortality away

lIPES Of DATA COLLECTED

Data Public- Data Public-
File Use File Use

Tape Tape

WieNIMIE212A7A nada
Educational level Lout* and (Amnia conditions'
Rao. Disability days
Ethnicity Chronic limitations:
Sex of activity
Marital status of mobility
Migration or mobility Impairments

I Uavul activity status
MAL STATISILG1
Natality ALCOHOL. nuolgog,
Mortality AND MENTAL HBALTB
Marriage Cognitive impairment scale
Divorce Behavior problems

Depression

WIEN Aloobol use
Type of duelling Drug abuse
No. of persona in household
Relationship of persons in cauum IN HEALTH STATUS
household Morbidity

Functional limitations
TESESAJWMIM Self-perceived health
Labor force participation
Total inoome FUNCTIONAL LEVELS
Sources of inoome Social interaction
Net assets Activities of daily living

Instrumental activities of
SOCIAL AUral daily living

USALTH RESOURCES HEALTH CARR UTILIZATIOM
General hospitals General hospital services
Private osychiatrio hospitals Nursing home services
oublio mental health he:left...Le Home health oars
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalisation
Community-based resources Mental health outpatient
Health professions servioea
Other professional resources Aloobol and drug abuse

oentert
HEALTH EXPENSES Physician servioes/visita
Costs of care Deotul servioes/vialts
Out-of-pocket costs Prescription drugs
Medicare Other
Medicaid
State expenditures OTHER BROAD CATROORT
Private insurance FOR SAMPLING UNIT

Cause of death
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SPONSORS: The National Canter for Health Statiation (NCHS), National
Heart, Lung and Blood Inatitute (NHLBI), and Bureau of
the Census

TITLE: Mattooal Loogitudinal Mortality Study

;ELECTED ITEMS IN DATA SET

SIZE OP SAMPLE

Approximate Number
tae 0 all CPS $.111P-600 Nonreeponee Rate

Total 1,000,000
Under 65 896,000
65. 104,000

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Date File Public -Use Tape Published Table*

Date of birth
Sootal Security no.
Veteran atatua
Geographic data
Largeat unit U.S.
Smalleat unit

Ago elaomee
Single yeara
60,64
65.

65-74, T5-84, 85.
Other
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SPONSOR: Rational Center for Health Statistics (ICES). Department of
Health and Human Services (DBES)

TITLE: National Marriage 3tatistios

Project Director: Robert L. Decor
Acting Chief. Marriage and Dior»

Statistics Branch
Division of Vital Statistics
National Canter for Health Statistics
3700 East-Vest Hislmay
Hyattsville. MD 20782

PURPOSE: To collect demographic data on marriages performed in the

Unit: 1 States.

DESIGN: Count of marriages performed from all states. Data on

charaotoristics from sample of marriages occurring in states
mestins criteria for marriage- registration area (42 states

and the District of Columbia in 1982). Systaratio sample

designed to include at lost 2.500 records from each state.

CONTENT: Characteristics include: age. race, number of the marriage.

previous marital status. interval since last marriage. and

education of the bride and groom; type of ceremony (civil or
religious).

YEARS OF DATA Harr/ass-registration area (KU) established in 1957. Oats

COLLECTION: collected annually.

PUBLICATIONS: Yital Statlstios of the United States, Vol. III. Harrbrge

and Divorce.

Periodic reports in litral and 11,taltb Statistics. Series 21.

published by the National Center for Health Statistics.

AVAILABILITY Public-ns date tapes for 1968 and subsequent years are

OF UNPUBLISHED available free Rational Technical Information E04.1104.

DATA: 5285 Port Royal-Road. Springfield. VA. :7181.

CONTACT: Robert L. Belusor

(301) 438-8954
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SPONSOR: National Center for Health Statistics (VCRS), Department of Health and Hunan
Services (DHSS)

TITLE: National Marriage Statistics

TIPES OF DATA COLLECTED

Data Public- Data Public -
File Gee File Gee

Tcoe Tape
202011114124111 MILE

. x Educational level Acute and chronic conditions
O x Race Diaability days

Ethnicity Chronic limitations:
x x Sex of activity
x x Marital status of mobility

Migration or nobility Inpairmonts

tasual activity status
YITAI. STATISTICS
Natality ALCOHOL. DRUG ANSI,
Mortality AHD MENTAL
Marriage Cognitive inpairsent scale
Divorce Behavior probleae

Depression
DOUSING Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persons in CHARMS IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND NEALTa Self-perceived health
Labor force participation
Total taeoco mcnomn LEVELS
Sources of Iacono Social interaction
Net assets Activities of daily living

Inatruasntal activities of
SOCIAL SERVICES daily living

HEALTH RESOURCES BEAM CARE Wr:"..AZATION
General hospital. General hoa..ital services
Private psychiatric hospitals Nursing hone services
Public mental health hospitals Hose health care
Nursing homes Rehabilitation
Other institutional resouro,,a Mental health hospitalization
Commuaity -Lased resources Mental health outpatient
Health professions services
Other professional reaownea Alcohol and drug abuse centers

Physician aorvior..s/visits
LTALTH EXPENSES Dental services /visits
Coats of oar. Prescription drugs
Out-of-pocket costa Other
Medicare
Medicaid 9THER BROAD CATVUORT
State expenditures FOR SAMPLING tim7::
Private insurance
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SPONSOR: Rational Center for Health Statistics (Icas), Doport000t of
Health and Human Services (DEM)

TITLE: latices' Marriage Statistics

;ELECTED ITEH3 IN DATA SET

SIZE OF SAMPLE

ice Nunbor in Sasole Nonresoonee Rota

Total 1,912,684
Under 65 1,854,391 sown
Under 65 1,878,820 nen
65-85 18,293 women

33,864 non

Weighted numbers, HRA, 1982.

AVAILABILITI AND LOCATION OF SPECIFIC DATA ITEMS

Lit? Data File Public -Use TIDO Published Tablea

Date of birth
Social Security no.
Veteran status
Geographic data

Largest unit KRA HRA U.S.

Scall.at unit State State County (totals)

Age classes
Single years
6o-64

65.
65-74, 75-84, 85.
Other
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SPONSOR: National Center for Health Statiatics (NCHS), Departrant of
Health and Hunan Services (DHHS)

TITLE: National Master Facility Inventory (DIFI)

Project Direotor: Evelyn S. Mathis

Chief, Long.ferm Care Statiatica Branch
National Center for Health Ststistica
3700 Haat-Heat Highway

Hyattsville, HD 20782

PURPOSE: The 0001 has two basic purpose*. It is an it:porta:at
national source of atatiatios on the nu=ber, type. and
geographic distribution of inpatient eacilitiea in the
United State,. In addition. it aervea as the universe fro=
wh,ch probability samples are 001o:tad for conducting tewee
aurveya.

DESIGN: The to cocprehentlive 'ile of all facilitiea in the
United States with three or sore beds that provide medical,
curbing. personal, or wistodlal care U. grow,, of unrelated
pereona on an inpatient basin. Facilities are categorized
into three broad types: boapitals. nuraing end related care
homes, and other oustodiaa or remedial care facilities.

CONTENT: Beale/11y, the types of data collected for the three
categoriea of facilities are: ownership; major type of
aervIce; numbar of beds; patient cenaus; number of
*dal:saloon. dlacharges. %nd deaths; and information about
ataffing, revenue. and eXPena00.

TEARS OF DATA
COLLECTION:

Data were collected for the following years: 1963. 1967.
1969, 1971, 1973. 1976, 1978. 1980, 1982. The first report
on data from the 1982 survey was published in Septenber
1985; the ascend will be publiabed during 1986. because an
evaluation of the NMPI program in under way, the inventory
will not be conducted before 1988.

PUBLICATIONS: Data from the Wefl are published in Health-United Staten and
in yitel sod Health Stetiatlee, Serie 14.

AVAILABILITY Data are available in the form of public-um:, tapes for ellOF UNPUBLISHED years. These tapes nun be obtained from the National
DATA: Technical Information Service, Springfield, VA 22161.

Additional data are misused in the form of apeolal
tabulations prepared specifically for individual reqUOIStOrl.

Data tepee for the 1976 National Master facility Inventory
are in the colleotioa of the National Archive of
Computerized Data on Aging maintained by the

Intar-univeraity Conaortima for Political and Soolal
Research, P.O. sox 1246, Ann Arbor, XI 46106 (ICPS4 9630 and
7631).

CONTACT: Al Sirreoce
NCHS

(301) 436.66:2
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SPONSOR:

530

National Center for Health Statistios (KCBS), Department o _.11th and Human

Sertioes (DBMS)

TITLE: National Neater Facility Inventory Cori)

TYPES OP DATA COLLECTED

Data

File

x

Publio -

Use
Tape

DEMOGRAPHIC DATA
Educational level

Race
Ethnicity
Sex
Marital status
Migration or mobility

VITAL STATISTICS
Natality
Mortality
Marriage
Divorce

UQUSING
Type of dwelling
No. of persons in household
Relationship of persons in
household

INCOME AND rum
Labor f'roe partioipation
Total - ome
Sources of income
Net assets

:OCIAL SERVICES

ILIALILEMI101
General hospitals
Private psychistric hospitals
Public mental health hospitals
Nursing homes
Other institutional resou IC;
Community-based resources
Health professions
Other professional resources

PULSE EXPENSES
Coats of care
Out -of -pocket costs

Medioare
Medicaid
State expenditures
Private insurance

Data
File

Public -

Use
Tape

These facilities are on files from 1963-1976 ly.

535
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UEELEft
Acute and chronic conditions
Visibility days
Chronic) limitations:

of aotivity
of mobility

impairment.,

Usual activity status

ALCOHOL. DRUG ABUSE,

AND MENTAL HEALTH
Cognitive impairment scale

Behavior problems
Depression
Alcohol use
Drug abuse

PAWS IN HEALTH STATUS
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
lotivities of daily living
Initru.-ntal activities of
daily living

UEALTH CARE UTILIZATION
General hospital servioes
Nursing home servioes
Base health care
Rehabilitation
Mental health hospitalization
Mental health outpatient

services
Alcohol and drug abuse centers
Physician servioes/visits
Dental servioes /visits
Prescription drugs
Other

OTHEr_HROAD CATEGORY
FOR SAMPLING UNIT
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SPONSOR: National Center for Health Statiatioa (ACES), Department of
Health and Human Servioea (DHES)

TITLE: latimal Minster Feollity Inventory (WI)

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Nonresponse
Number in Universe Rate

Hospitals 6,915 10.3%

Nursing Homes 17,819 4%

Hospital data provided by the Amerioa., Hospital
Association.

AVAILLB/L/TI AID LOCATION OF SPECIFIC DtTA ITEMS

;tea Data File Public -Use TePO Published Tablos

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit U.S. U.S. U.S.
Smallest unit Zip node Zip node State

Age olaaaos
Single years
60-64
65.

65-74, 75-84, 85.
Other
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SPONSORS: national Center for Health Statistics (ICES) and
Health Care Financing idainistration (HCF1)

TITLE: Rational Medical Care Utilization and Expenditure Sarvey

(INCHES), 1980

Project Director: Robert 1. Wright
Chief, Utilization and Expenditures
Statistics Branch

Division of Health Interview Statiatioe
National Center for Health Statistics
3700 Eaat-West Highway
Hyattsville, HD 20782

and

Herbert 1. Silverman
Chief, Program Statistics Branch
Office of Research and Demonstrations
Health Care Financing Administration
6325 Security Boulevard
Baltimore, KD 21207

PURPOSE: NHCUES in designed to be directly responsive to the
continuing need for statistical information on the health
care expenditures associated with health services

utilization for the entire U.S. population. Cycle 1 wan

designed and conducted in collaboration with the Health Care
Financing Administration to provide detailed utilization and
expenditure data for persons in the Medicare and Medicaid

populations. HMCUES will produce estimates over time for
evaluation of the impact of legislation and programa ou
health status, coats, utilization and illness-related
behavior in the medical care delivery system.

DESIGN:

Cycle 1 wan compoaed of several related surveys. The -
household portion of the survey consisted of a national
survey of the civilian noninatitutionalized population and
a separate survey of the Medicaid-eligible populations of
the states of New Tork, California, Texas, and Michigan.
These two surveys each consisted of five interviews over a
period of about 15 menthe to obtain information on medical
care utilization, expenditures, and other health-related

information. 1 third survey, an administrative records
survey, wan designed to verify the eligibility status of the
household survey respondents for the Hedicara and Medicaid

programs. It also checked insurance claims filed with the
national Medicare program and Medicaid programs in each of
the four states for persona in the sample of Medicaid

eligible a.

The national Cycle 1 household surrey conpriaed persona
residing in about 6,000 households. The simple for this

surrey 1183 a multistage area probability staple draw from
106 primary sampling unite representing the 50 states and

the District of Columbia. The state Medicaid household
survey eanple consisted of about 1,000 families in each of
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SPONSORS: National Center for Health St:Atones (ICES) and
Health Care Financing Administration (HCFA)

TITLE: laticoal Medical Care Utilisation and Expenditure Survey
INCEES), 1980

CONTENT:

the four states; them families were selected with a known
probability of selection from the state Medicaid enrollment
lists. Thus, the total ample for the survey was about
10,000 households.

An overall response rate of 89.4$ was achieved in the first
interview for both household surveys in Cycle 1: for the
national survey the response rate was 91.4%, and for the
state Medicaid survey the rata was 86.Y%. Attrition over
the course of interviewing resulted in final response rates
of 84.9% for the national houalhold survey and 76.1% for the
state Medicaid household survey.

Questionnaires for the household surveys were designed to
obtain some information on a repeated basis throughout the
survey and some information only one time. The repetitive
core of questions for Cycle 1 included health insurance
coverage, episodes of illness, the number of bed days,
restricted activity days, hospital admissions, physician and
dental visits, other medical care encounters, and purohases
of prescribed medicines. For each contact with the medical
care system, data were obtained on the nature of the health
condition., characteristics of the provider, services
provided, charges, sources, and amounts of payment.
Questions asked only once included data on access to medical
care scrvices, limitation of activities, occupation, income,
and other aonodemographic characteristics.

YEARS 01 DATA 1980.
COLLECTION:

PUBLICATIONS: See National Medical Care Utilization and Expenditure
;urvev, Data Reports Series and Methodological Reports
Series, National Center for Health Statistics, and
Descriptive Reports Series and Analytic Report Series issued
by Office of Research and Demonstrations, Health Care
Financing Administration.

AVAILABILITY Public-use tapes available from National Technical
OF UNPUBLISHED Information Service (ENS). Data tepee are also in the
DATA: collection of the National Archive of Computerized Data on

Aging maintained by the Inter - university Consortium for

Political and Social Research, P.O. Box 1248, Ann Arbor, MI
48106 (ICPSR 6239).

CONTACT: Robert A. Wright
(301) 436-710C
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SPONSORS: National Center for Health Statistics (NCHS) and Health Care Financing

Administration (HCFA)

Iaticual Medical Care Utilisation and Expenditure Sur-ly (cicus), Igiso

TYPES OF DATA COLLECTED

TITLE:

Data
File

Public-
Use
Tape

x
x
x
x
x

DEMOGRAPHIC DATA
Educational level
Race
Ethnicity
Sex
Marital statue
Migration or mobility

VITAL STATISTICS
Natality
Mortality
Marriage
Divorce

021422
Type .f dwelling
No. of persons in household
Relationship of persona in

household

INCOME AND
Labor force participation
Total inoome
Sources of income
Net &sesta

SOCIAL SERVICES

HEALTH RESOURCES
General hospitals
Private peyohiatrio hospitals
Public mental health hospitals
Nursing homes

Other institutional resources
Community -based resources
Health professions
Other professional resouroes

ilEAMMEZA
Costs of care
Out -of- pocket costs

Medicare
Medicaid
State expenditures
Private insuranoe

539

Batt
File

'88

x

Public-
Use
Tape

x
x

x
x
x
x

Min
Acute and chronic conditione
Disability days
Chronic limitations:

of activity
of nobility

Impairments
Usual activity status

ALCOHOL. DRUG ABO3t,

Atia Magaiaini.
Cognitive impairment stale

Behavior problems
Depression
Alcohol use
Drug abuse

gums If HEALTH mum
Morbidity
Functional limitation
Self - perceived health

FUNCTIONAL LEVELS
Sooial interaction
Activities of daily living
Inetrusental activities of
daily living

MATH CARE UTILIZATION
General hospital services
Nursing home services
Home health care
Rehabilitation
Mental health hospitalization
Mental health outpatient

services
Alcohol and drug abuse centers
Physician services/visits
Dental servicea/visitr
Prescription drugs
Other

VEER BROAD comm
FOR 3.0
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SPONSORS: National Center for Eoalth Stetietioe (NCHS) and Health Care
Financing Administration (HCFA)

TITLE: laticcal Nadlaal Caro Ctilisatioo and Rayenditure Survey
MIMES). 198o

ssizarsp ITEMS IN DATA SET

SIZE OF SAMPLE

Aso Number in Sample NonreanOnee Rate

Total 17,123 approx. 12i
Under 65
65-7o
75-So
654.

AVAILABILITT AND LOCATION OF SPECIFIC DATA ITEMS

Item DateJile Public -Use Tape Published Tables

Date of birth x
Social Security no. x
Veteran status x x
Oeographio data
Largest unit U.S. U.S. U.S.
Smallest unit 4 r'gione 4 regions 4 regionsAge olaeeee
Single years x x
60-64
65+ x x x
65-74, 75-84, 85+ x x x
Other
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SPONSOR: National Center for Health Statistics (NCHS), Department of
Health and Human Services (NHS)

TALE: Naticmal Mortality Vol logbook Surveys

Project Direotor: m. Seeman
Projeot Manager
National Mortality Followbaok Survey
Office of Vital and Health Care

Statistioa
National Center for Health Statistics
3700 East-West Highway
Hyattsville, MD 20782

iukPOSE: To expand knowledge about the mortality experience of the
U.S. population, without burdening the ongoing state and
national vital statistics registration system.

DESIGN: Data sources: next of kin of the cc ec,nts, identified as
the informants on the death certifio.te. Hospitals, nursing
homes, and other faoilities used by the decedent in the last
yc2m of life.

A systematic sample of all deaths in the United States.

1961 1 5,145; nonresponse 7%
1962-63 n 10,822; nonresponse 8%
1964-65 n 10,408; nonresponse 9%
1966-68 n 19,526; nonresponse 8%
1986 survey planned; pretest under way in 1985.

CONTENT: 1961 Utilization of hospitals and institutions during
the .ant year of life.

1962 -63 Utilization of hospitals and institution, in the
last year of life; household composition,
education, income, residence.

1964-65 Utilization; hospital and surgioal insuranoe
coverage, charges for hospital care and source
of payment, surgeon's bills and source of
payment, household composition, assets, and
income.

1966 -6R Utilization; :amilyoomposition, smoking habits.
1986 Care in the last year of life; life-style habits

and risk factors; sooioeconomio status;
reliability of selected it reported on the
death certificate.

TEARS OF DATA 1961

COLLECTION: 1962-63
1964-65
1966-68
1986

Future Burma to be conduct- periodically; at least every
6 years, perhaps more frequently.
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SPONSOR: National Center for Health Statistics (NCRS), Department of
Health and Human Services (DHNS)

TITLE: National Mortality Fella:beak Surveys

PUBLICATIONS: ational Center for Health Statistios,
Hoaollselization in

thekaglartorjae.. Vital and Health Stat:stios. Series22, Zo. 1. U.S. Department of Health, Education and
Welfare, Waahington, D.C. September 1965.

National Center for Health Statistics, Pisodee and Durgligr
of Hospitalization in the Last Tear of Life. 9nitedStates -1961. Vital and Health Statiatics. Series 22,
No. 2. U.S. Department of Health, Eduoation, and Welfare,
Washington, D.C. June 1966.

National Center for Health Statiatioa, $0010econonic
Characteristics of Deceased Peraona. United Staten. 1962-
1.9113. Vital and Health Statistics. Series 22, No. 9.
U.S. Department of Health, Education, and Welfare,
Washington, D.C. Iebruary 1969.

National Center for Health Statis".. 1, path Ina:Immo
coverage of Adulta Who Died in 1964 or 1965. United States.
U.S. Department of Health, Education, and Welfare,
Washington, D.C. October 1969. Series 22, No. 10.

AVAILABIL/TT Publio-use tape for 1966-68 and future surveys.
OF UNPUBLISHED Unpublished data for prior :surveys available through theDATA: National Center for Health Statistios.

CONTACT: San Seeman

(301) 436-7107
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SPONSOR: National Center for Health Statiatios (RCM), Department of Health and Hunan

Servioes (DHSS)

TITLE: Maims]. Mortality Followback Surveys

TYPES OF DATA COLLECTED

Data Public -

File Use
Tape

DEMOGRAPHIC DAT&
x Eduoational level

x Race
x Ethnicity
x Sex

Marital statue
Migration or mobility

VITAL STATISTICS
Natality
Mortality
Marriage

x x Divorce

HOUSING
Type of dwelling

x x No. of persons in household

x x Relationship of persons in

household

INCOME AND WEALTH

z x Labor force participation
x x Total income

Sources of income
x x Net *tenets

Lamited SOCIAL SERVICR1

prliza RESOURCES
General hospitals
Private psychiatric hospitals
Public mental health hospitals
Nursing homes
Other institutional resourcer
community-based reeource-
Health professions
Other professional resources

HEALTH EAPENSES
Costs of care

x Out-of-pocket costa

x x Medicare

x x Medicaid

State expenditures

x x Private insurance

Utilization in last year of life

292
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Data Pub.io-
Pile Use

Tape

Limited

x

x

x

HEALTH
Aoute and obronic conoltiona
Disability days
Chronic limitations:

of activity
of mobility

Impairments
Usual activity status

ALCOHOL. DRUG ABUSE,
AHD HENTAL HEALTH
Cognitive impairment scale
Behavior problem.,

Depression
Alcohol luso

Drug abuse

9ILEFLLEAFILTISILUZa
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living

Instruments. activities of
daily living

HEALTH r'l:o1.7 UTILIZATKQe
General hospital services
Irat.g hale services

dome health care
Rehab litation
Rental health hospitalization

Mental health outpatient
eervioee

Alcohol and drug abuse centers
Physician services /visits

Dental services /visits

Prescription drugs
Other

GYHER BROAD CATEGORY

FOR_SAHPLING UNIT
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5108508: National Center for Health Statiatioa (NCES), Department of
Health and Human Service'. (DHSS)

TITLE: National Mortality Folloutaok Surveys

OLECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Aso Number in Samploo HonreaDonse Eat

Total 20,000
Under 65
65-74

75-84
85+

e Sample - -25 years and over.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public: -Use Tone Publie.ev Tablga.

Date of birth
Social Security no. x
Veteran status
Geographic data
Largest unit U.S.
Senile:A unit U.S.

Age olasses

Single year':
60-64
65+

65-74, 75-84, 85+
Other
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SPONSOR: National Center for Health Statiatioa (NCES), Department of
Health and Hunan Services (DIMS)

TITLE: National Mortality Statistics File

Project Director: Harry H. Rosenberg
Chief, Mortality Statistioa Branch
Division of Vital Statiatioa
National Center for Health Statiatioz
3700 East-West Highway
Hyattsville, MD 20742

PURPOSE: To produoe uniform national, state, and local data on
numbera of deaths, causes of death, and aociodemographic

charaoteristioe of decedents.

DESIGN: Mortality data include all deaths (approximately 2 million)
occurring annually within the United Staten reported to
state vital registration offioea. In 1972, a 101 eaaple of

mortality data wan used; generally, however, 100$ of deaths
are inoluded. Data are oohlected annually. Data are
available for the entire U.S. annually alma 1933 and for
selected states since 1900.

CONTENT: Deeographio and medical infornation Is ooded frog:
inforaation reported on the death oertifioate including
reeldecre, age, race, sex, underlying oause of death, and
multip,e causes of death.

YEARS OF DATA Data are callnated annually. Data through 1983 are
COLLECTION: available and will be published in annual volumes of vital

§tatiatioe of the United States. Vol. II, 'Mortality," Parta
A and B. Summary counts of death, by age, race, sex, and
04U30 are available on a current basin in tionthlv Vital
§tatiXt100 Retort, an are provisional monthly oounta of
deaths by oauae.

PUBLICATIONS: Vital Statistics of the United Staten., Volume II,
'Mortality," Parts A and B; Monthly Vital Statistics
Sevort, National Center for Health Statiatios.

AVAIIABILIII Publio-use late tapes are available for data yearn 1968-83
OF UNPUBLISHED and oan be obtained from the National Teohnical Information
DATA: Servioe, 5285 Port Royal Ro;o, 'vringfield, VA 22161.

Mortality Detail Files, 1969-198a (ICPSR 7632) are also Si.
the collecticn of the Rational Archive of Computerized Data
on Aging maintained by the Inter- university Consortium for
Political and Social Research, P.O. Box 1248, Ann Arbor, HI
48106.

CONTACT: Harry M. Rosenberg
(301) 436-8884

4 5,
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SPONSOR: National Canter for Health St Astir. (11..10), Department of Health and Human
Services (DHES)

TITLE: National Mortality Statiatios Tile

TIDES OP DATA COLLECTED

Data
Pile

Public -

Gas

Tape

DEMOGRAPHIC DAT&
Educational level
Race
Ethnicity
Sex
Marital status
Migration or mobility

VITAL STATE,-
Natality
Mortality
Marriage
:'/.arse

N
Type of dwelling
No. or persona in household
Relationship of pareons in
household

LE221211DIMAIMI
Labor force participation
Total income
Source, of blooms
Net assets

DOCIAL SERVICE::

man RESOGRCZA
General boapitala
Private psychiatric hospitala
Public *octal health hospitals
Nursing Mess
Other institutional reaources
Coocunity -based resourcea

Health profeaaiona
Other professional resouroea

Vani12=11
Coats of care
Out-of-pocket costs
Medicare
Medicaid
State expenditures
Private lasuranoe

Cau-e of death

295

63-532 0 - 86 - 18

Data Public -

File L.
Tape

IMEL1U
Acute and chronic coalitions
Disability day.
Chronic limitation:

of activity
of mobility

Impairments
Usu.' activity atatua

ALCOHOL. DRUG ABM.
LEJSEALIZALILI
Cognitive Impairment scale
Behavior peoblema
Depression
Alcohol uve
Drug abuse

mums IX PIALTH STATUS
Morbidity
tunctional limitations
Solt-perceived health

125=2N_Al1 MIA
Social interaction
Activitlea of daily living
Instrumental activities of
daily living

DEALTR CARP UTILIZATION
General hospital services
Nursing home services
Some health care
Rehabilitation
Mental health hospitalisation
Mental health outpatient

eervitea
Alcohol and drug abuse cent-era

Physician services /visits
Dental services/visits
Prescription drugs
Other

DIRER BROAD CATEGORY
TOR SAMPLING UNIT

546
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SPONSOR: National Center for Health Ststistios (NOW), parortsont of
Health and Rosen Servioos (DEES)

TITLE: Maticsal NortaLtty Statiatica llle

SEDEcum irrmi IN DATA SET

SIZE OF SAMPLE

A60 Nuabor of Deaths. 1981 )(aortal:roust Rote

Total 2,000,000
Usder 65 559,000
65-71 489:000

75-81 551,000
85+ 398,000

ATATIALMITT AND LOCATION OF SPECIFIC rATA ITEMS

It DAto_Filo Publio-Uso Ton Pubiabgt/021al

Date or birth
Social Security no.

Rotor= status
Googrophis data
Largost unit
3sallost unit

Age cassaba

Slagle nor,
60-61
654

65-71, 75-54, 85+
Other

U.S. U.S. U.S.
12,000opop 100.000opo. 10,000.pop.

I

5,17

296



543

SPONSOR: National Center for Health Statistics (NOM, Department of
Health and Boman Services (DBES)

TITLS: National Natality Statistics

Project Director: Robert L. Hauser
Chief, Natality Statletios Branch
Division of Vital Statistics
National Center for Health Statistics
3700 East -Vest Highway
Hyattsville, ND 20782

PURPOSE: To collect demographic and health data on births for use in
the study of fertility end in the planning and evaluation of
health programa.

DESIGN: Data are ootained from live-birth certificates collected 07
state vital registratioo officea. For 001110 years data are

based on 505 systematic sample; for some years on 100$
sample; and for some years a ombinatioo of 505 ad 10(6
samples.

CONTENT: Demographic and health characteristics inoluding age of
mother, live-birth order, reoe, sex, plurality, marital
status and education of mother, residence, birth weight,
length of gestation, prenatal care, attendant at delivery,
and in- or out-of-hospital delivery.

TEAM OF DATA Annual. National data available since 1933.
COLLECTION:

PUBLICATIONS: Vital Statistics of the United States, Vol. I, natality.
Periodic reports in Vital end Health Statistics, Series 21,
published by the National Center for health Statistics.

ATI -211117 Publio.ww,data tapes for 1968 and subsequent years Sr.
OF ONPUBLLTHED available from National Technical Info.uation Service, 6285
DATA: Port Royal Road, Springfield, VA 22161.

CONTACT: Robert L. Houser

(301) 536-5955

?97
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ISOR: National Center for Health Statistics (NCHS), Department of Health and Hunan
Sorvioes (DEBS)

TITLE: liatiumal Natality Statistics

TYPES OP DATA COLLECTED

Dcta Public- Du.- 'io-
nic, Use Pile Use

Tape Tape

DEMOGRAPHIC DATA
z z Educational level Acute and chronic conditions
Z Z Rsoe Disability days
Z x Ethnioity Chronic limitations:
Z Z Sex of activity
Z Z Marital status of mobility

Migration or mobility Impairmonta
Usual activity status

yrrit STATISTICS
x Z Natality ALCOHOL. DRUG ABUSE,

Mortality 1RD MENTAL HEALTH
Marriage Cognitive impairment scale
Divorce Behavior problem

Depression

V/12.114 Aloohol use
Typo of dwelling Drug abuse
No. of persons in household
Relationship of persona in CHARGES IN REALM STATUS
household Morbidity

EN:notional limitations
INCOME AND BEAM Self- perceived health
Labor force partioipation
Total income yucTron LEVELS
Sources of 11100110 Social interaction
Net assets lotivities of daily living

Instrumental activities of
SOCIAL SERVICES daily living

BEALS!! RESOURCES BEALTH CARE UTILIEATIOX
General hospitals x Z General hospital services
Private psychlatrio hospitals Nursing ham servioes
?ublio mental health hospitals Home health care
Pursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions servioes
Other professional resources Alcohol and drug abuse centers

x x Physioian services/visits
BRAM EXPENSES Dental servioes/visits
Coats of oars Prescription drugs
Out-of-pocket costs Otter
Medicare
Medicaid OTHER BROAD CATEOORY
State expenditures FOR SAMPLING UNIT
Private insuran-e
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SPONSOR: National Center for Realtb Statistics (KCBS), Department of
ffealth and Eagan Services,(DBEZ)

TITLE: National Natality Statistics

gELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Number or births Nonreaconse Rate

Total 3,680,537

(1982)
Eat. 99.3%

registration
empleteneaa

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

;tem Data File Public -Dad Tape Publlahed Tables

Date of birth
Social Security no.
Veteran status
Geographic data

Largeat unit U.S. U.S. U.S.
Smalleat unit County/City x

of 10,000
or more pop-
ulation

Age classes
Single years
(Age of mother)
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SPONSOR: National Center for Health Statistics (NCHS), Department of
Health and Human Services (DHSS)

TITLE: National forming Hems Survey CRIES)

Project Direotor: Joan F. Van Nostrand
Deputy Director .

Division of Nealth Care S. tiatica
National Center for Healt.. Statistics
3700 Eaat-Vest Highway
Hyattaville, MD 20782

PURPOSE: To colleac data on nursing hates, their services, staffs,

and financial obaracteriatica, and on personal and health
charaoteristioa of residents and dischargea.

DESIGN: Data are oollected from a sample of all nursing homes in the
coterminous United States (1,200 nursing hoses listed in the
Heater Paoility Inventory). Samples in each, nursing home
are selected of ourrent resident!, perrona discharged
(deceased or alive in the lag ',tar), and staff menbers.
Data on residents and climbs', are collected by
interviewing the nurse who obtains the needed information
from the medical rec,rds and the next of kin. Estimates are
produced for the United States, oanaus regions, and DABS
regions, and in 1077 for five states with the largest
nursing he populations.

CONTENT: The survey collects data on charaoteristica of the facility
and its finances, of reaidenta, of discharges, and of staff,
as follows:

facility: size, ownership, Medicare and Medicaid
certification, staffing patterns, and services offered.
financial charaoteriatioa: Total expenses and major
cmponenta of operation.
fesidente: Demographic oharacteriatica, living arrangements
prior to admission, diagnosis and conditions, functional
ataWs, receipt of services (medical, nursing, and
therapeutic)), cost of care, source of payment.

Discharges: A subset of items oollected for current
residents available from the record.
;toff: Data varied with survey. In 1985 survey,
oharacteriatica or registered nurses - -work schedule,
experience, aotivitiets in facility, demographic
cbarsoteriatioa, and salary were collected.
Rest of kin: Information about residents' and discharges'
living arrangements, health and functional status prior to
nursing hove admission, lifetime use of nursing home care,
Medicaid spend-down.

YEARS OP DATA 1973-74' 1977, 1985, and proposed for 1990.
COLLECTION:

PUBLICATIONS: NCHS Series 13 for utilization and patient characteristics.
NCHS Series 14 for staffing characteristics.
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SPONSOR: National Canter for Health Statistics (SCRS), Department of
Health and Human Services (DHSS)

Title: National *rain Home Harvey WEB)

AVAILABILITY Public-use tapes available through NCHS Scientific and
OF UNPUBLISHED Technical Information Branch, 3700 Haut -West Highway
DATA: Hyattsville, MD 20782, and NITS, 5285 Port Royal Road,

Springfield, VI 22151. With the exception of individual or
eattblishment identifiers, all data collected are available
or the public use data tape. Data tapes are in the
( lection of the National Archives of Complterized Data on

3 maintained by the Inter-university Consortium for

._..tidal and Social Research, box 1248, Ann Arbor, MI 48106
(ICPS11 7946).

Data taper are also in the collection of the Duke University
Data Archive for Aging and Adult Development (DAM), Box
3003, Duke University Medical Center, Durham, NC 27710.

CONTACT: Joan F. Van Nostrand
(301) 436-8422
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SPONSOR:

548

National Center for Health Statistics (NCHS), Department of Health and Human
Services (DHSS)

TITLE: Nat. .aal burring Rome Survey (IIRS)

TYPES OF DATA COLLECTED

Data Publio -

File Use
Tape

DEMOGRAPHIC DATA

Eduoat.lonal level
x x Race
x x Ethnicity
x x Sex
x x Marital status

Migration or nobility

VITAL STATISTICS
Natality

x x Mortality
Marriage
Divorce

HOUSING
x x Type of dwelling
x x No. of persons in ..csehold
x x Relationship of persons in

household

INCOME AND WEALTH
Labor force participation
total incomn
Sources of income
Net assets

;OCTAL SERVICES

MALTY! RESOURCES
General hospitals
Private psychiatric hospitals
Public mental health hospitals
Nursing homes
Other institutional resources
Community -bated resources
Eealth professions
Other professional resources

HEALTH EXPENSES
Costs of care
Out-of-pocket costa
Medicare
MIdicald
State expenditures
Private insurance

5 5 ti
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Data Public-
File Use

Tape

X x
HEALtb
Acute and °bromic conditions
Disability days
Chronic limitations:
bf activity
of mobility

Impairments

Usual activity status

aLCOHOL. DRUG ABUSE,

LELNEFILIDOE.
Cognitive impairment scale
Behavior problems
Depression
Alcohol use
Drug abuse

CHANGES IN mum' B7ATUS
Morbidity
runctional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living
Instrumental activities of
daily living

HEALTH b. UTILIZATION
General hospital services
Nursing home services
home health care
Rehabilitation
Mental health hosp'talization
Mental health outpatient

services
Alcohol and drug abuse centers
Physician services / visits

Dental services/visits
Prescription 'rugs
Other

OTHER BROAD CATEGORY
FOR SAMPLING UNIT
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3PONSOR: National Center for Health Statistics (NCHS), Department of
Health and Human Services (DIMS)

TITLE: National Nursing Hone Survey (NABS)

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE*

Number of
Age Residents in Sample Nonresoonse Rate

Total 7,033
Under 65 939
65-74 1,130
75-84 2,509
85+ 2,455

Discharge sample about 6,000.

2f

AVA:LABILITT AND LOCATION OF SPECIFIC DATA ITEMS

item Data File Public Use Tape Fublishod_Tables

Date of birth
Sooial Security no. x (only in

1985)
Veteran status
Geographio data
Largest unit U.S. U.S. U.S.
Scaliest unit DRS regions DUBS regions DUBS regions

Age classes
Single years
ES -64

65+
65-74, 75-84, 85+
Other:
Under 55, 55-64
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SPONSOR: National Hart, Lung, and Blood Institute (NELBI), National
Institutes of Health (NIB), Department of Health and Human
Services (DIMS)

TITLE: Prudnabas Study

Project Director: Robert Garrison, Chief
Field Studies Branch
National Hea^t, Lung, and Blood
Institute

Federal Building
7550 Wisconsin Avenue, NW
Washington, DC 20205

PURPOSE: Proapeotivo epidemiologic study of cardiovascular disease.

DESIGN: Representative sample of adults living in Framingham,
Massachusetts, ages 30 to 62 in 1950 (approximately).
Longitudinal etudy of 5,209 mem and women with biennial
examdnations that are still continuing.

CONTENT: Biological, physical, social, demographic characteristics of
5,209 men and women with measurement of subsequent disease.
Characteristics measured every two years and continuing.

TEARS OF DATA 1948 to present. Stk expected to continue.

COLLECTION:

PUBLICATIONS: The Framingham Study. William B. Kennel, S.D., and Tavie

Gordon, Editors. This monograph and a complete bibliography

available from contact person.

AVAILABILITY None.

OF UNPUBLISEM
DATA:

CONTACT: Robert Garrison
(301) 496-5826

304
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SPONSOR: National Heart, Lung, and Blood Institute (NELB/), National Institutts of Health
(NIB), Department of Health and Human S.:Yak:US (DEW)

TITLE: Frau intim Study

TTFBA OF DATA COLLECT&

Data Public- Data Public-
File Use File Use

Tape Taps

PrffrOIRELQUIL UgAlni
x Educational lava x Acute and chronic conditions
x Race Disability days
x Ethnicity Chronic limitations:
x Sex x of activity
x Marital status x of mobility

Migration or mobility x Impairments
x Usual activity status

VITAL STATISTICS
x Natality idall21.12ESLAIEML
x Mortality AND MENTAL HEALTH_
x Marriage Cognitive impairment scale
x Divorce Behavior probleas

Depression
HOUSING x Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persona in WNW IN HEALTH STATUS

household x Morbidity
x Functional limitation

INCOME AND WEAL111 x Self-perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources of income x Social interaction
Net assets x Activities of daily living

x Instrumental activities of
SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health care
Nursing homes Rehabilitation
Othe^ institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician aervicashialts
BEALTH EXPENSES Dental aarvices/visits
Costs of care x Prescription drugs
Out-of-pocket coats Other
Medicare
Medicaid OTHER BROAD CATEGORT
State expenditures FOR SAMPLING UNIT
Private insurance
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SPONSOR: National Heart. Lung, and Blood Institute (KRIM), National
Institutes of Health (NIB), Department of Jealth and Human
Services (MRS)

TITLE: Treiminbsee Study

;ELECTED ITEM IN DATA SET

SIZE OP SAMPLE

Lee Humber in Saaele Roareeponee Rate

Total 5,209
Under 65 initially
65-74

75-84
85+

AVAPAATTITS AND LOCATION OF SPECIFIC DATA ITEMS

Item Dataille_____Eublio -Use Tape _Published Tables

Date of birth
Social Security no.

Veteran status
Geographic data

Largesu unit
Smallest unit

Age cleanse
Single years
60-64

65+
65-74, 75-84, 85+
Other

557
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SPONSOR: National Heart, Lung, and Blood Institute (WELDS), National
Institutes of Health (BIB), Deportment c7Hvalth and Human
Servioes (DES)

TITLE: Honolulu Boort Fromm

Projaot Director: Robert D. Abbott, Statietioiaa
Statistical Resource Section
ield Studios Branch

Divis.on of Epidemiologioal and
Clinical Ipplioationr

National Heart, Lung, and Blood

Institute
Federal Building
7550 Wisecnsin Avenue, NW
Washington, DC 20205

PURPOSE: To oontince ongoing epidemiology and pathology studies of n
oobort of 8,006 men of Japanese ancestry living is Hawaii
who were born between 1900 and1919 and,enrolled'in the
Honolulu Heart Program in 1965.

DESIGN: The data oolleoted oonsists of following the surviving
member& of the original 8,006 randomly eelecvd men from a
target population of 14,000 subjects. Response rates are

nearly 1005. There are no repeat examinations with data
oolleoted through hospital discharge surveillance, mortality
records, death oertifioates, and obituary notices. Data not

linked to other files or :samples.

CONTENT: Surveillanoe data from hospital discharge, mo:.ality
records, death oertificatea, and obituary notices, which
include new oases of coronary heart disease, stroke, other
oardiovasoular diseases, and total mortality.

TEARS OF DATA The study began in 1965 with a oardiovaacular examination

COLLECTION: given to eaoh subject. Repeat examinations ocourred

throughout the study. Current funding is for surveillance
of morbidity and mortality events and has been extended to

1990. Repeat examinations are not being given.

PUBLICATIONS: Eagan et al. ,1 Chron CU 1974; 27:345-64.
Tano, Reed, McGee. J Weld 1984; 119:653-66.
McGee et al. by J Epic 1984; 119:667-76.

AVAILABILITI Data available through vublished manuacripta. There are no

OF UNPUBLISHED unpublished tabulations or public-use data tapes.

DATA:

CONTACT: Robert D. Abbott

(301) 496-5826
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SPONSOR: National7Ifeart, Lung, and Blood Itatitute (NWT), National Institutea of Health
(NIH), Department of Health and Human Servicen (DEES)

TITLE: Ebmclulm Heart Progrsm

TYPES OF DATA COLLECTED

Data Public -

File Uae

Tape
BENDGRAPHIC DATA.

Educational level
Race

Ethnicity
Sex
Marital status
Mignoticsoir mobility

VITAL STATISTICS
Natality
Mortality
Marriage
DiToroe

=UM
Type of dmal'ing
No. of persona in household
Relationship of persons in
household

INCOME AND WEALTH
Labor force participation
Total incase
Sources of income
Net asseta

;OCTAL SERVICES

HEALTH Magigsa
General hospitals
Private psychiatric hospitals
Puollo mental health hospitals
Horning homes
Other institutional resources
ConsuniLy-baaed resources
Health profession
Other professional resource,,

iigfiniPJAHM
Coats of care

Out-of-pocket costa
Medicare
Medicaid
State expenditures
Private insurance

559
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Data Public -

File Use
Tape

a

a

HAW01
Acute and chronic oondi"ona
Disability days
Chronic limitations:

of activity
of nobility

Impairmenta
Usual activity status

ALCOHOL. DRUG ABUSE,
AND MENTAL

Cognitive impairuant scale
Behavior problems
Depreaa'on
Alooh41 use
Drug abuse

CHANGES IN HEALTH STATUS
Morbidity
Functional limitationa
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living
Instrumental activities of
daily living

HEALTH CARE UTILIZATION
Central hospital services
Pursing home services
Hone health bare
Rehabilitation
Menial healto hospitalisation
Mental health outpatient
aemioea

Alcohol and drug abuse contact,

Physician aervicea/viaita
Dental aervicea/viaits
Prescription drugs
Other

QTHER BROAD CATEGORY
FOR SAMPLING UNIT
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SPONSOR: National Heart, Lung, and Blood Institute (IHLBI), National
Institutes of Health (NM, :-partaent of Health and Haan
Services MOM

TITLE: Boacluln Heart Proven

311.022211111i21112AILIEL

SIZE OF SAMPLE

Age Number in Sescle Nonreanonse Rate

Total 8,006 near zero
Under 65
65-74

75-84
85+

AVITLABILITT LED LOCATION OF SPECIFIC DATA ITEMS

Itea Data File Public-Use Tape Published Tables

Date of birth
Social Security no.
Veteran status
OvograpPic date

Largos! 1-1t
Smallest unit

Age classes
Single years

60-64
65.

65-74, 75-84, 85.
Other

309
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SPONSOR: National Institute on Aging (NIA), National Imatitutes of
Health (NTH). Department of Bealtb and Pusan Services (DEUS)

TITLE: auusore toreltudinal Study of Agin (IM)

Project Director: Richard C. Greulloh, Scientific Director
National Institute on Aging
Gerontology Research Center
Frazzle Scott Key Medical Center
Baltimore, HD 2122

PURPOSE: To trace the effeot of aging in humans.

DESIGN: Longitudinal study of ozmmunity -dwelling volunteers who
return every two years for reevaluation and are enrolled for
their lifetime. During the 2 1/2 day biennial visit, a
battery of physiological and behavioral tests are
administered.

Recruitment uf the male cohort began in 1958, and new
subjects continue to be introduced to maintain the
Population. Age at entry ranged from 17 to 96 years. As of
June 1984, 1,195 men have been tented at least once on some
of the variables; over half have been tested 6 times or
more. Recruitment of we began in 1978 and continues.
Many are wives or daughters of the sale ELSA members. le of
June 1984, 3E1 women have been tested at least one -151 of
mhos have been tested 3 tinen or sore on some of the
variables.

CONTENT: Intensive studies of physiological and behavioral changes
cocurring over the entire adult life-span Observations
include medical, genetic, bioohenloal, body composition,
neuromuscular function and examine, renal function,
pulmonary function, oardlovamoular function, carbohydrate
notabollem, immune system, personality, and cognitive
performance variables.

TEARS OF PITA Male Sample: initiated in 1958; new subjects added
COLLECTIGs: throughout study; biennial visits.

Female Sample: initiated ID 1978; recruitment continues;
blennialavisits,

There are plans to inoremse the number of female
participants in the study 1111 resources permit.

PULLICITIOXS: Norael Ewan Aging: The Baltimore Longitudinal Stud! of
Lela, NIB Publication go. 84-2450, November 1984.

310
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SPONSOR: National Institute on aElng (NIA), National Institutes of
Health (NTH), ()apart& at of Health and Human Services (DH113)

TITLE: Baltimore Lomgitia Mal Study of /sing (IWO

ATAILIBILM BLSA data are salvo working files oolleotad and maintainedOF ONPOBLISBED by an ongoing research study rather than archival data hallosDATA: sada available by a aerate. entity. Therefore, access to
=A data is conditioned on eatablishment of a oollaborativi
arrangemont with an ell intramural scientist and requires a
ooncret, research proposal subjeot to BLSA review policies.
Qualified researchers interested in oollaborativi project
should contact Richard Greullob.

CONTACT: Principal Investigator

311
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SPONSOR: National Institute on Aging (NIA), National Institutes of Health
(NIH), Department of Health and Hunan Service, (DRES)

TITLE: Baltimore Longitudinal Study of Agi4g (BSA)

TIVES OP DATA COLLECTED

Data Public- Data Public -

File Use File Use
Tape Tape

DEMOGRAPHIC DATA EgEEI
Educational level Acute and chronic conditions

Race Disability days

.Ethnicity Chronic limitrtions:

Sex of activity

Maritll status of mobility
Migration or mobility Impairments

N Usual activity status

V' 4 STATISTICS 0

- ility T ALCOHOL. DRUG ABUSE,

Mo.tality AND MENTAL num
Marriage A Cognitive impairment seals

Divorce P Behavior problems
P Depression

HOUSING L Alcohol use
Type of duelling I Drug abuse

No. of persons in household C

Relationship of persons In A CHANGES IN :e TM STATUS
household B Morbidity

L Functional limatati^-

INCOME AND HEALTH E Self- perceived Lai

Labor force participation
Total income ERIMout, LEVAL'S

Souroea of income Social interaction

Net assets Activities of daily living
Instrumental activities of

SOCIAL SERVICES daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION

General hospitals General hospital servie.

Private psychiatric hospitals Nursing texas services

Public mental health hospitals game health care

Nursing homes Rehabilitation

Other institutional resources Mental health hospitalization

Community-based resources Mantel health outpatient

Health professions* services

Other professional resources Alcohol and drug abuse centers

Physician serviette/visits

HEALTH EXPENSES Dental services /vi .s

Costa of care Prescription drugs

Out-of-pocket °mita Other
Medicare
'kpiisaid aliffiLEMPCAIENEE
:tett expenditures FOR SAMPLING UNIT
Rr'fate insurance

312
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SPONSOR: National Inatitute on Aging (NIA), National Institutes of Health
(HIM), Department of Health and Hunan Servicea (DENS)

TITLE: Baltimore Longitudinal Study of Aging (ELSA)

SELECTED ITEM IN DATA SET

SIZE OF SAMPLE

ARe Number in Sample Ncaresponse Rate
Male Fenale

Total 583 323
65+ 254 131

a Active aubjecta who have returned in last 3 years.

AVAILABILITY AND LOCATION OF SPECIFIC DATA /TENS

Ana Data File Public-Use Taco Publiahed Tables

Date of birth
Social Security no.
Veteran status
Geographic data

Largest unit
Soalleat unit

Age classes
Single year-
60-64

654
65-74, 75-84, 85+
Other

Not applicable

313
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SPONSOR: National Institute on Aging (NIA), National Institute., of
Health (L7.1), Department of Health and Rumen Services (DHSS)

TITLE: lest Boston Study om the 'Mara Nistory of Senile Dementia

Project Director: Lon R. White, M.D.
Chief, Epidemiology Office
Epidemiology, Demography, and

Biometry Program
Rational Institute on Aging
Federal Building, Room 612
7550 Wisconsin Avenue
Bethesda, MD 20892

PURPOSE: To cooduct epidemiologic researoh on dementia in late life.

DESIGN: The nonicatituticoalisod population of East Boston 65 years

of age or older was stratified on the bests of performanoe

on a dementia scree:11.4 teat. Approximately 500 persons

were included in the survey with a 25% nonrespoase rate.
This Is a longitudinal survey; data will be collected from

1984 to 1987. It is antlolpeted that there may be a 10-20

attrition rate per year. Data will be linked to the

NI/East Boston P2Ea file (see p. 316).

CONTENT: Neuropayohologiol test results; neurological examination
results; interview with the subject and a :significant other.

TEARS OP DATA Data collection began about January 1584 and will continue

COLLECTION: through about July 1987. Analyaie expecte(' through 1989.

Release of data expected approximately 1990.

PUBLICATIONS: Abotraote and verbal presentation., only, to date.

AVAILABILITT None.

OF UNPUBLISHED
DATA:

CONTACT: Lon R. White, M.D.
(301) 496-1178

314
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SPONSOR: National Institute on Aging (NIA), National Institutes of Health
(NIE), Department of Health and Human Services (DBMS)

TITLE: East Boston Study on the Natural History of geniis Dementia

TYPES OF DATA COLLECTED

Data Public- Data Public -
File Use File Use

Tape Tape
DEMOGRAPHIC DATA

liraIlix Educational level x Acute and chronic conditionsx Race
Disability daysx Ethnicity Chronic) limitations:x Sex x of activityx Marital statue x of mobilityx Migration or nobility x Impairments
Usual activity status

VITAL STATISTICS
Natality

ALCOHOL. DRUG ABUSE,x Mortality
1412ATELALITAMx Marriage x Cognitive impairment scale

Divorce x Behavior problems
x Depression

011,V1 x Alcohol usex Type of dwelling Drug abuse
x No. of persons in household

Relationship of persons in
CHARGES IN HEALTH STATUS

household x Morbidity
x Functional linitationa

DRMAELMALIII x Self-perceived healthx Labor force participation
Total incase FUNCTIONAL LEVM
Sources of income x Social interaction
Net assets x Aotivities of daily living

x Instrusental activities of
SOCIAL ggyricgg daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION
x General hospitals x General hospital services
x Private psychiatric hospitals x Cursing home servicesx Public mental 'ealth hospitals x Home health care-x Nursing Acmes Rehabilitationx Other institutional resources Mental health hospitalizationx Community-based resources Mental health outpatient

Health professions services
Other professions resources Alcohol and drug abuse centers

Physician services /visits
HEALTH EXPENSES

Dental services/visits
Costs of care

rreacription drugs
Out-of-pocket costs Other
Medicare
Medicaid

OTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance

315
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SPONSOR: National Institute on Aging (NIA), National Institutes of Health
(NIH), Department of Health and Human Services (DHHS)

TITLE: Haat Boaton Study on the Natural History of Senile Dementia

SEL"6XTED ITEMS IN DATA SET

SIZE OF SAMPLE

Nunber In Sample Wonresoonse Rate

Total 500

Under 65
65-74 100

75-84 220

85+ 180

AVAILABILITY AND LOCATION CF SPECIFIC DATA ITEMS

Lim Data File Public-Use Taro Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit E. Boston

Scalleet unit Household

Age classes
Single years
60-64

65+
65-74, 75-84, 85+

Other

116

67
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SPONSOR: National Institute on Aging (NIA), National Institutes of
Health (NIH), Department of Health and Human Set as (MS)

TITLE: Established Populatioes for Epidasiologio Studio,, of the
Elderly (EPESE)

Project Director: Joan Cornoni-Huntley
Deputy Associate Director

Epidemiology, Demography, and Biometry
Program

National Institute on Aging
Federal Building, Room 612
7550 Wisconsin Avenue
Beheads, HD 20892

PURPOSE: Establish new knowledge about the aging process,
particularly disease prevalence and disease incidence.

DESIGN:

CONTENT:

Sample universe of four communities: East Boston, Hass.;
Iowa and Washington Counties, Iowa; New Haven, Conn.;
Durham, N.C.

Sample eligibility: age 65 or older.

Longitudinal study design: 11 years surveillance through
annual contacts.

Response rates-Average: 81% ,t baseline initial survey;
over 95% participate aanually.

Baseline data were collected regarding the personal health
habits, chronic conditions, diseases, functional capacity,
attitudes, social supports, household composition, and other
related topics and areas of intereet. Annual contacts will
emphasize hospitalizations, new disabilities, nursing hone
stays, and mortality as end points.

!WS OF DATA December 1982: Wolin. survey completed, data to be
COLLECTION: Published in 1985-86.

December 1983: First anon 1 follow-up completed; data to be
published beginning in 1986.

December 198e: Second annual follow,p completed; data to
be published beginning in 1987.

December 1985: Third annual follow -up completed; data to be
published in 1988.

December 1986: Fourth annual follow-up completed; data to
be published in 1989.

Lecember 1987: Fifth annual follow-up completed; data to be
published in 1990.

317
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SPONSOR: National Institute on !ging (NIA), National Institutes of
Health (NIB), Department of Health and Human Services (DOS)

TITLE: Established Populations for Epidatiolcgio Studies of the

Elderly (EPEES)

PUBLICATIONS: Cornoni -Huntley, J., Ostfeld, 1.M., Taylor, J.0., Hallam",

R.B., at al., Establishment of Populations for .pideniologio

Studied of the Elderly: Study Design and Methodology.

Submitted for publication, 1985.

Cornoni -Huntley, J., Ostfeld, 1.M., Taylor, J.0., Wallace,

R.B., at al., Established Populations for Epidestiologio

Studies of the Elderly: Resource and Prevalence Datt from

the Baseline Survey. Submitted for publication, 1985.

1V1ILABILITT Data will appear in major journals. Unpublished oats are

OP UNPUBLISHED not available in tabrlar fora for publio use. Publio -use

DATA: data tapes will be available around 1390.

CONTACT: Joan Cornoni-Huntley

(301) 198-1178

318
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SPONSOR: National Institute on Aging (NIA), National Institutes of Health
(NIB), Department of Health and Human Services (DIMS)

r2TLE: Natabliaisd Populations for rpidadolosio Stmdies of the Elderly
(IPERN)

TYPES OF DATA COLLECTED

Data Public-
Pile Use

TAIN!

x

I

x

x
x

x
x

DEMOGRAPHIC DATA
Educational level
Rue
Etbnioity
Sex
Marital atatus
Migration "r mcUlity

VITAL STAT
Natality
Mortality
Marriage
Divorce

CZ

DEMU4
Type of dwelling
No. of persons in household
Relationship of persons in

household

INcomajo MLA
Labor force participation
Total income
Sources of inOcUe
Net assets

;OCTAL SERVICES

EiggiaLEMERgel
General boapitala
Private psychiatric boepitala
Public mental health boapitala
Nuraing bona
Other institutional resources
Community-based resources
Health professions
Other professional resources

Coats of care
Out-of-pocket costa
Medicare
Medicaid
State expenditures
Private insurance

319

Data

File

2

2

2

2

2

2

x
x
2

x
x
x

x
x
x

x
x
x

x

Publio -

Use
Tape UL

Acute arh chronic conditions
Diaabiltt, daya
Chraaio 'mitations:
o' activity
of mobility

Banal activity status

ALCOHOL. DRUG ABUSE,

AND MENTAL KEI17H
Cognitive impairment scale,
Behavior problems
Depression
Zloohol use
Drug abuse

WOES IN HEALTH STATUS
Morbidity

Punotional limitations
Self-perceived health

EIKIMALLELEA
Social interaction
Aotivitiea of daily living
Instrumental activities of
daily living

IlEALTH CARE UTILIZATION
General hospital services
Nursing home nervi003
Home health care
Rehabilitation

Mental health hospitalization
Mental health outpatient
servicea

Alcohol and drug abuse centers
Physician services /visits
Dental services/visits
Pr.soription drugs
Other

42MILDNKSATItan
FOR SA/LPL/NO UNIT
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!POISOR: National Institute on Aging (NIA), National Institutes of Health
(NIB), Department of Health and Human Servioes (DENS)

TITLE: Zotablisbod F000latices for Ipidoctoleglo Stadion of the latterly
(EMI)

;MINTED ITEMS IN DATA SET

SIZE OF SAMPLE

Are Number in Semple NonreScouse Mite

Total 14,000

Under 65
65-74 8,000

75-84 4,700

85+ 1,300

18$

AVAILABILITY AND LOCATION OP SPECIFIC DPI ITEMS

Item Date Flie Public -Use Time rubliebed Tables

Date of birth
Social Security no.

Veteran status
Geographic Late

Largest unit Specified
community

Smallest unit Household

Age classes
Single years
60664
65.
55-74, 75-84, 85+ x

OCAr

320
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SPONSOR: National Institute on Aging (NIA), National Institutes of
Health (NIB), Department of Health and Human Services (DENS)

Survey of the Last Da -s of Life

Projeot Director: Dwight Brook, Chief
Biometry Office

Epidemiology, Decography, and Biometry
Program

National Institute on Aging
Federal Building, Room 612
7550 Wisconain Avenue
Bethesda, HD 20892

PURPOSE: To provide new information on the oirounstanoes surrounding
death among the elde:ly.

DESIGN: I probability sample of decedents whose death oertificatea
have been filed in Health Servioe Area Ii between October
1984 and October 1985. Approximately 1,500 death
oertificetes will be sampled.

CONTENT: Personal or telephone interview° are oonduoted with a
designated informant listed on the death oertificate.
Questions are asked about selected chronio oonditions at the
time of death, the use of medioal aervices shortly before
death, and the functional health statue at one year, one
month, and the day before oeath... Questions are also asked
about the presence of family and friends and whether the
death was sudden or lingering.

TEARS OF DATA Data are currently being collected, beginning in January
COLLECTION: 1985, and are expeoted to be oompleted by March 1986.

PUBLICATIONS: No publications available to date.

OF woman
DATA:

No data are available to date.

CONTACT: Dwight Brock
(301) 496-9795

321
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SPONSOR: National Institute on Aging (NIA), National Institutes of Health (NIB),
Department of Health and Human Services (DHEIS)

TITLE: Survey of the Last Days of Lift

TYPES OF DATA COLLECTED

Data Public- Data Public -

File Use File Use

Tape Tape

BEMOGRAPHIC DATA
Educational level

x Race
Ethnicity

x Sex
Marital status
Migration or mobility

WIZ@
Acute and chronic conditions
Disability days
Chronic, limitations:

of activity
of mobility

Impairments
Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE.

r Mortality AND MENTAL REALM
Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

WOSING Aloobc' use

Type of dwelling DruA abuse

No. of persons in household
Relationship of persons in gums IN HEALTH STATUS
household x Morbidity

x Functional limitations

INCOME AND ;EALTU x Self-perceived health

x Labor force participation

Total income FUNCTIONAL IMill
Sources of income Social interaction

Net assets x Activities of daily living
Instrumental sotivities of

x SOCIAL SERVICES daily living

EALTH_RESOURCES HEALTH CARE UTILIZATION

x General hospitals x General hospital services

Private psychiatric hospitals x Nursing home services

Public mental health hospitals Bone health care

x Nursing homes Rehabilitation

Other institutional resources Mental health hospitalization

Cccounity -based resources Mental health outpatient

Health professions services

Other professional resources Alcohol and drug abuse centers
Physician services/vialts

REALTH EXPENSES Dental servioea/visits

Coat+ of care z Prescription drugs

Out-of-pocket coats Other

x Medicare
Medicaid
State expenditurea
Private insurance

Qral_PROAD CATEGORY
FOR SAMPLING UNIT
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SPONSOR: National Institutes on Aging (NIA), National Inatitutea of
Baalth (NIB), Department of Beath and Rumen Servioaa (DEES)

TITLE: &Amy of tike Last Days of Life

;ELECTED IT121! IN DATA SET

3172 OP SAMPLE

Age Nusber in Sample Kaaren:vase Rate

Total, 1,500 155
Under 65
65-74 750
75-84:1 750
85.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Date of birth
Social Security no.
Tetersn atatua
Geographio data
lAugeat unit
Smallest unit

Age olasaea
Single yaara
60-64

65.

65-74, 75-04, 85.
Other

I

I

323
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itORSOR: National Inetitute of Child Health and Rumen Development

CONTRACTOR: Georgetown University

TITLE: Study of Low Fertility Coborta in the United States

Pro' et Director: Jeanne Clare Ridley
Center for Population Researo4
Georgetown University
Washington, DC 20057

PURPOSE: Study the deterainante and consoquencee of the low fertility
of the 1901-1910 birth cohorts.

DESIGN: National sultiatage probability easple of white ever married
WOW) born July 1, 1900 -June 30, 1910, born in United
State. or migrated to United States before ago 30. Only the
noninetitutionalized population was sampled. The sample
else is 1,049 and the response rate 71.6$.

CONTENT: Marital histories
Pregnanoy and live-birth histories
Contraceptive use
Fecundit2

labor force participation
Current health and functional etatus
Sooloeconomic data

TEARS OF DATA Interviews conducted in 1978; a follow-up of the original
COLLECTION: sample is planned for 1987. The planned follov-up

focus on the social support. of the women in the earple.

PUBLICATIONS: Ridley, J C., D.A. Dawson, and C.A. Bachrach. 1979. "The

Extent of Sterility and Subfecundity Among the 1901-1910
Birth Cohort.. (abetract) Population Index.

Bachrach, C.A., D.A. Daweon, and J.C. Ridley. 1979. The

Effects of the Depreeeion on Fertility and Fertility
Control: The Experience of the 1901-1910 Birth Cohorts."

(*Detract) population Index.

A coaplete list of publications can be obtained from Jeanne
Claire Ridley.

AVAILABILITY Data from original interviews should available on
OF "PUBLISHED computer tape from National Technic:I _nforsation Servioee,
DATA: 5285 Port Royal Road, Springfield, VA 22161.

CONTACT: Jeanne Clare Ridley
(202) 625-3157

324
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National /natituts or Chad Health and Human Development

TITLE: Study of Low ife^tility Cohorts in the United Stater

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use File tliz

Tape Tape
P2122EADILDRA. MIR

x x Educational level Acute and areal° conditions
a a Raoe Disability days

x Ethnicity Chronic limitations:
Sex x x of activity

x x Marital statue x x of mobility
x x Migration or mobility Ispairnente

x x Ueusl activity status
YITAL STATISTICS

x x Natality won. DROO Amoz,
Mortality vo MENTAL BEAM

x x Marriage Cognitive impairment soal
x x Divoroe Behavior problems

DepressionUMW Alcohol use
I x 7",,- of dwelling Drug abuse
x x io. of persona in household

Relationship of persona in ompou IN HEALTH STATUS
x x household Mortidity

Functional limitations
Mon AND WEALTH Self-perceived health

x x Labor force participation
x x Total Imo.. 13C/9111.J=

Sources of income x x Social interaction
Net assets x x Activities of daily living

Instrumental activities; of
229111_,== x x daily living

ORALIH RESOURCES HEALTH cm umiumcgt
General hospitals General hospital eervices
:fixate psychiatric hospitals Nursing home services;
niilin mental health hospitals Home health care
burning homes Rehabilitation
Otter institutional resources Mental health hospitalization
t.ssmunity-baae resources Mental health outpatient
L4alb professions services
Other professional meources Alcohol and drug abuse centers

Eby:dots.; services /visits
UYALTo EXPENSES Dental services /visits
Coats of care Prescription drugs
Out-of-pocket costa Other
Medicare
Medicaid OTHER BROAD CATEGORT
State expendittrea roR sAmiwo UNIT
Private insurance
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SPONSOR: National Institute of Child Health and Hunan Development

lITLE: Study of Low Fertility Cohorts in the United States

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

AAo Number in Sample tionmponse Rat*

Total 1,049 28.45
67-77 1,049 28.45

AVAILABILITY AND LOCATION OP SPECIFIC DATA ITEPS

Item Data Pilo Public -Use Tape Publiehe4 Tables

Date of birth
Social Soourity no.
Veteran status
Geographio data
Largest unit

Smallest unit

Age °lessee
Single years
60-64
65+
65-74, 75-80. 85+
Other:

By birth oobort,
1901-1910

COtergii130113 Sane
U.S.

Tom or open Same
oountry

326
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SPONSOR: National Institute of Dental Research (NIDR), National
Institutes of Health (NIO), Department of Health and Human
Services (DBES)

TITLE: Epidemiologio Survey of Oral Health in Adults. 1985

Project Directors: Ann Hiller
Epidemiologist, Field Studies Section
Epi Branch, EODPP
National Institute of Dental Research
5333 Weatbard Avenue
Bethesda, HD 20892

Janet Brunelle
Chief, Biometry Section
Epi Branch, EODPP
National Institute of Dents' ---narch
5333 Weatbard Avenue
Bethesda, HD 20892

PURPOSE: To establish prevalence of oral diseases in adult population
of United States.

DESIGN:

CONTENT:

Sample of employed persons within continental United States
ages 16-65 iapprox. 14,000) and also a sample of mobile
senior citizens who attend senior centers ages 65-75 and
older (about 6,000). United States divided into 7 regions--
select equal Ns from each region across all standard
industrial codes (except agriculture). Cluster of
employment places by county and senior centers within

cluster.

Dental exams of tooth and root surfaces and supporting
tissues to measure amount of dental caries on crowns and
roots of teeth and measure gingivitis, calculus, and loss of
attachment; enumeration of edentulous adults.

TEARS OF DATA 1985: cross-sectional survey. Would like to repeat it
COLLECTION: every 5.7 years. Data collection now in progress.

PUBLICATIONS: None available yet.

AVAILABILITY None available yet.
OF UNPUBLISHED
DATA:

CONTACT: Janet Brunelle

(301) 496-7716

327
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SPONSOR: National Institute of Dental Research (NIDR), National Institutes of Health (NIH),
Department of Health and Human Servioes (DES)

TITLE: Epidimiologio Serra; of Oral Health in Adults, 19E5

TYPES OF DATA COLLECTED

Data Public- Data Publio-

File Use File Use

Tape Tape

DEMOGRAPHIC DATA HEALTH
x Educational level x Acute and chronio conditions

x Race Disability days

x Ethnicity Chronio limitations:

x Sex of activity

Marital status of nobility

Migration or mobility x Impairments
x Usual activity status

yula. STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality AND

Marriage Cognitive impairment scale

Divorce Behavior problems
Depreasion

MUSING Alcohol use

Type of dialling Drug abuse

No. of persona in household
Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND WEALTH Self-perceived health

Labor force participation
Total income EEC'MALLELINA
Sources of income Social interaotion

Net assets Activities of daily living
Instrumental aotivitiea of

;OCTAL SERVICES daily living

REALTY( RESOURCES HEALTH CARE UTILIZATION

General hospitals General hospital services

Private psyohiatrio hospitals Nursing home services

Public mental health hospitals Home health oare

Nursing hones Rehabilitation

Other institutional resources Mental health hospitalization

Community-based resources Mental health outpatient

Health professions services

Other Professional resources Alcohol and drug abuse centers
Physician services/visits

HEALTH EXPENSES Dental services /visits

Costs of °are Prescription drugs

Out -of- pocket coats Other

Medicare
Modioaid OBER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance
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SPONSOR: National Institute of Dental Research (NIDR), Eational
Institutes of Health (NIR), Department of Health and Human

Services (DBMS)

TITLE: Epidemiologio Survey of Oral Health in Adults, 1985

;ELECTED ITEMS IN DATA SL7

SIZE OF SAMPLE

Axe Somber in Sample Nonreaoonaeate

Total 20,000
Under 65 14,000

65+ 6,000

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Teve Published Tablet'

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit Continental

U.S.

Scalleat unit Region

Age classea
Single years
60-64
65+

85-74, 75-84, 85+
Other

65-69, 70-74, 75+ x

329
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SPONSOR: National Institute on Drug Abuse (NIDA) and National
Institute on Alcohol Abuse and Alcoholism (NIAAA), National
Institutes of Health (NIH), Department of Health and Human
Services (DHBS)

TITLE: National Alcoholism and Drug Abuse Program Inventory
(MIDAPI)

PURPOSE:

Project Director: George A. Kanuok, Program Analyst
Division of Epidemiology and Statistical
Analyain

National Institute on Drug Alma
Room 11 A 40, Parklawn Building
5600 Fiahers Lane
Rockville, MD 20857

To collect facility data in order to ansesa the extent of
drug abuse and alcoholism treatment and prevention nervicen
available throughout the United Staten and its territories.
The data, from publicly and privately funded units, will be
used for produotion of a statistical summary and a national
directory, in addition to its use as a universe for
epidendologic research.

DESIGN. All drug abuae and alcoholism treatment and prevention
service providers are eligible for inclusion in the survey.

CONTENT: The 1984 inventory collected name and address information on
alcoholism and drug abuse treatment and prevention units;
phynioal location; specialized programs (including programs
nerving the elde-ly); types of ifeeViee3 provided; ownership;
and numbers of clients in treatment (inpatient, residential,
and outpatient). In addition, in 1982, data were collected
on capacity and utilization, sources of funding and unit
staffing. Client and staffing data also included
demographics (age, race, and sex).

YEARS OF DAla Annually from 1974 to 1980 and biennially since then (1982

COLLECTION: and 1984). Through 1982, the ourvey was known 83 the
National Drug and Alcohol Treatment Utilization Survey

(NDATUS). Data from the 1984 effort 13 currently under
review.

PUBLICATIONS: 1982 data are available in the form of separate executive
nummarien from the two sponsoring institutes.

The 1984 National Directory i3 available from the sponsoring
institutes. An alcohol and drug abuse executive summary is
planned for late 1985.

AVAILABILITY Data taper from 1982 are available from each institute.

OF UNPUBLISHED
DATA:

CONTACT: Diane Reznikov, NIDA or Patricia Reed, NIAAA
(301) 443-6637 (301) 443-3306

330
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577

SPONSORS: National Institute on Drug Abuse (NIDA) and National Institute on Alcohol Abuse
and Alooholiem (NUL), National Institutes of Health (NIH), Dapartment of Health
and Human Undoes (DHSS)

TITLE: Natireel AleobaLtmm and Drug Abuse Program Inventory (IADAPI)

TIFFS OP DATA COLLECTED

Data Public- Data Public -

File Dee File Use
Tape Tap*

Eigagunium UWE
Educational level Aou'.4, and chronic conditions
Race Disability days
Ethnicity Chronic limitations:
Fez of activity
Marital status of mobility
Migration or mobility Iapairments

Usual activity status
VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality XIDAZIELZUklii
Marriage Cognitive Impairment scale
Divorce Behavior problems

Depression

1101422 Aloohol use
Type of dwelling Drug abuse
No. of persons in hodehold
Relationship or persons in gliNGES IN HEALTH UTATUS
household Morbidity

Functional limitations
MOM AND WEALti Self - perceived health

Labor force partioipation
Total maces FUNCTIONAL LEVELS
Sources of income Boole.. interaction
Net assets Activities of daily living

Instrumental activities of
NCIAL_SFRVICP3 daily living

HEALTH RESOURCES UEALTH CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing has services
Public mental health hospitals Hone health care
Farsing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources x Alcohol and drug abuse centers

Physician servioeshisits
NEALTN EXPENSES Dental cervices /visits
Corte of care Prescription drugs
Out-or-pocket costs Other
Medicare
Medicaid CaHRLE2A2Stingial
State expenditures URAMELIELHILI
Private insurance

331
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SPONSORS: National Institute on Drug !lope (NTDA) and National Institute
on Alcohol Abuse and Alcoholism (NIAAA), National Institutes of
Health (NIB), Department of Health and HUM= Services (DUES)

TITLE: National aloobollaa and Drug Abuse Program Inventory (1DOT)

;ELECTED ITEMS IN NT* SET

SIZE OF SAMS

Nnaber of Pro:mans Jilnrseponse Rate

Total
Under 65
65+ 853

853 units identified themselves as providing
alcohol and/or drug abuse treatment or prevention
aervirea to the elderly."

AVAILAEILITT AND LOCATION OF SPECIFIC DATA ITEMS

Date of birth
Sooial Security no.
Veteran statue
0eogrsphio data

Largest unit
Smallest unit

Age classes
Sink e years
60-64
65+

85-74, 75-84, 85«
Other

Data File Public -Use Tame Published Wiles

Not applicable

332
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SPONSOR:

579

National Institute of Mental Health (am), National
Institutes of Health (NIH), Department of Health and Human
Services (DIMS)

TITLE: Annual Census of Patient Cbareoteriatiss for State and
County Mental Hospital Inpatient Services

PURPOSE:

Projeot Director: Michael J. Witkin
Supervising Survey Statiatioian
Survey and Reports Branch
Division of Biometry and Epidemiology

National Institute of Mental Health
5600 Fishers Lane
Rockville, MD 20857

To develop aggregate data on patient oharaoteristioa for
state and county mental hospital inpatient unit additions
and resident patients.

DESIGN: All state and county mental hospital inpatient additions and
resident patients. Aggregate data by state.

CONTENT: Aggregate counts by state or age, by sex, by diagnosis
distributions.

TEARS OF DATA Annually, since 1949.
COLLECTION:

PUBLICATIONS: Redick, R.W., Handerscheid, R.W., Witkin, H.J., end
Rosenstein, H.J., 6 History of the U.S. National Reporting

program for Mental Eolgth,AtOtiatioa 1840-103, DHSS Pub.
No. ADM 83-1296, Washington, D.C., 1983.

AVAILABILITY By individual request.
OP UNPUBLISHED
DATA:

CONTACT: Michael J. Witkin
(301) 443-3343

333

584,



580

SPONSOR: National Institute of Mental Health (MIME), National Institutee of Health (NIB).
Departsent of Health and Human Servioes (DENS)

TITLE: Insoal Census of Patient Charsoteristios for Etats and County Mental
Hospital Impatient Services

TYPES OF DATA COLLECTED

Data Publio- Data Publio-
File Gee File Gee

Tape Tape
DEMOGRAPHIC DATA
Educational level
Raoe

Etbnioity
Sex
Marital etatue
Migration or mobility

KLU401
louts and ohronio oonditions
Disability days
Chronio limitations:

of aotivity
of mobility

Ispairmente
Usual aotivity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,
Mortality NOD EBEEHLOHLDI
Marriage Cognitive impairment soale
Divorce Behavior problems

Depression

ROL= Aloobol use

Type of dwelling Drug abuse
No. of persons in household
Relationship of parsons in ;BANOS Ill HEALTH STATUS
household Morbidity

Funotional limitations
INCOME AND Self -peroeived health

Labor force partioipation
Total Snooze FUNCTIONAL LEVELS

Souroee of income Social intsraotion
Net arvte Aotivities of daily living

Instrumental sotivitiee of

McI6 SERVICES daily living

HULA RESOURCES . HIALTH CARE UTILIZATION
General hoepitale General hospital eervioee

Private peyohiatrio hot:pit:0e Nurcing home servioes
Publio mental health hoepitale Home health care

Nurexng homes Rehabilitation

Other institutional resouroes . Mental health hoepitalitation
Community -based resources Mental health outpatient
Health professions eervioee

Other professional r_teouroets Aloobol and drug abuse oenters
Phyeloian eervioee /viaite

IZALTE EXPENSES Dental eervioeavisite
Coate of oars Prescription drug.

Out-of-pocket ooete Other

M.dioare
Hedioaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private ineuranoe

334
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581

SPONSOR: Nation Institute of Mental Health (NINO, National Institutes
of Health (NIA), Department of Health anC Human Servicea (DHRS)

TITLE: Annual Census of Patient ebarecteriatica for State and County
Mental Hospital Ingetiant Urvicea

;ELECTED TIM IN DATA Ski

SIZE OF SAMPLE

ARS Number in &mole Nonryl2iSejUlle

Total Unlearn° data
oolleotion by
age category;
65. la neat
refined.

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

a aa..

Date of birth
Social Seourity no.
Veteran atatua
Oeographio data

Largest unit U.S.

Smalleat unit Staten
Age olassea
Single years

60-6%
65.
65-7%, 75-8%, 85.
Otber

ni

U.S.
Staten

586
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SrONSOR: National Institute of Mental Eealth (NINH). Department of
Health and Human Ser as (DBMS)

TITLE: Ipidemdologin Catohmect Irma (RCA) 'roam Community Surveys

Project Director: Ben Lo. , Branoh Chief
Jeff Boyd, Assistant Branch Chief,
Division of Biometry and Epidemiology
National Institute of Mental Health
5600 Fishers Lane
Rockville, HD 20857

PURPOSE: To assess the prevalence and incidence of mental illness and
mental health services use in 5 Ciffarent sites in the
.nited States.

DESIGN: !be sites mere areas vith minimum population of 200,000:
St. Louis, Mo. (Washington University); Baltimore, Md.
(Johns Hopkins Cul l ty); Nev Haven, Conn. (Yale
University); Durham, N.C. (Duke University); Loa Angeles,

Calif. (UCLA).

CONTENT:

1. Sammie: complex, multistage, stratified household
magpie.

2. Response rate: 7540$ per site.

3. Sample includes both community (about 3,000 per site)
and institutional population (about 500 per site).
Institutions sampled include nursing homes, prisons, and
mental hospitals.

1. Data include requeaoies of psychiatric disorders
(DSM -3) using the MINH Diagnostic Interview Schedule

(DIS).

2. Core data collected at all 5 sites.

3. Each site collected additional data.

4. 4 sites lath 2 f data.

YEARS OF DATA Waves 1 and Waves mere collected between 1960 and 1985.
COLLECTION:

PUBLICATIONS: W.V. Eaton and L.O. 'easier (Eds.), Epidemlologio Field
Methods in Psychiatry: De RIM ECA Program:, Academic
Press, New York (in press).

Archives of General Psychiatry, October 1984. thl_r_lM_
f0ip1.101000 Citchment Area Program.

336
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SPONSOR: Mtional Institute of Mental Health (xm), Department of
Health and Human Services (DBMS)

TITLE: Bpidemlologia Catchment Ares (Eel) Proems Community Surveys

F7BLICATIONS: Archives of Canoes' Payohistry, July 1985.
D. et al: Egralagisjamning;

Holzer, J.E. et al: 6 Ccortrison of Clinical ap4
Diarnostio Interview Schedule Diernorefe;
Anthony, J.C. et al: comparison of the Lev Diarno-tio
jnterview Schedule eawalettautsUstuhatris
plApno$1.0.

AVAILABILITT At this tin, only through indevidual *pioneers of reserrch
OF UNPUBLISHED on the 5 *item. See contact below for more information.
DATA: Public-use data aey be available in 1987.

CONTACT Ben Locke
(301) 443-37

337
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584

SPONSOR: National Inatitute of Mental Health (NINA), Department of Health and Human

Services (DHHS)

TITLE: Ipidemiologio Cotohment Area (ECA) Program Community Surveys

T.PES OF DATA COLLECTED

Data Public- Data Public -

File Use File Use
Core Tape Core Tape

DEMOGRAPHIC 14TA
z Educational level Acute and chronic conditions

z Race Disability 4ayo
Ethnicity Chronic limitations:

z Sex of activity

Marital status of mobility
Migration or mobility Impairments

Usual ae.4..ity Maus
IZTAL STATISTICS
Natality ALCOHOL AUX ABUSE,
Mortality AEI) MENTAL HEALTH
Marriage s Cognitive impairment scale
Divorce s BehMor problems

aprOSSion
MUSING s Alcohol use
Type of dwelling s Drug abuse
No. of persons in household
Relationship of persona in CHANGES IN HEALTH STATUS

household s Morbidity
Functional limitations
Self-perceived health

Labor force participation
Total inocae #2=11110:Ma

a Sources of income Social interaction
Net aoseto Activities of dolly living

Instrumental activities of
SOCIAL SERVICE daily living

USALTH RESQURCES HEALTH CARE UTILI7ATION
General hospitals s General hospital services
Private psychiatric hospitals s Nursing home servicas
Public Dental health hospitals Home health care
Nursing bones Rehabilitation
Other institutional resources s Rectal health hos,..alization
Community-booed resources s Mental health outpatient
Health professions services

Other profeooional resources s Alcohol and drug abuse centers
Physician services /visits

REATH 'MENSES Dental services /visits

Costa of care Prescription drugs
Out-of-pocket coots s Other

Medicare
Medicaid QTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance

338
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585

SPONSOR: National Institute of Mental Health (NIKO, Deportment of Health
and Human Services (DENS)

TITLE: ipidamiologio Catchment Arm (XCA) 1.10041111 Community Surveys

01,FOTED ITEM IN DATA SET

SIZE OF SAMPLE

;me Rueter in Semple Nonrenoonse Rate

Total About 18,000 20-25%

(5 sites)
Under 65
65+ Overnamples of

the elderly done at
Duke, Hopkins, and
Tale

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

;tem Data File Public -Use TON, Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit
Smallest unit

Age classes
Single years
60-64

65+
65-74, 75-84, 85+
Other

x

Catchment area
census tract

x

339
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SPONSOR: National Institute of Mental Health (NISH), National
Institutes of Health (NIB), Department of Health and Human
Services (DHSS)

TITLE: Health Demographic Profile System's Inventory of yell Area
Social Indicators

Projeot Director: David J. Jackson, Assistant Chief
Demographic Research Section
Division of Biometry and Epidemiology
National Institute of Mental Health
5600 Fishers Lane
Rockville, MD 20837

PURPOSE: To use the U.S. decennial census to evaluate mental health
needs aasesament, program evaluation, and mental health or
health epidemiology.

DESIGN: The :system consists. of a set of small-area social indicators
from the 1970 and 1980 U.S. censuses of population and
housing that can be used to locate places with high risk of
mental or physical disabilities or pith special needs for
mental or other health services; to estimate the needs of
residential areas for services; to provide information on
average background characteristics (social area analysis);
and to provide estimates of the degree of homogeneity in a
population or small residential area. All data are
aggregated by geographic units.

CONTENT: The file provides a general - purpose data base system

containing census data for all tracts, minor civil
divisions, counties, and states. The indicators include:
socioeconomic statue, occupational statue, educational
statue, ethnic composition, household composition, areii
mobility, type and condition of housing, employment data,
etc.

!Mc OF DATA 1970 as the Mental Health Demographic Profile System.
COLLECTION: 1980 as the Health Demographic Profile System.

PUBLICATIONS: National Institute of Mental Health, Series BN, No. 4. The
Health Demographic Profile System's Inventory of Small Area
Social Indicators. Goldsmith, H.F., Jackacn, D.J.,
Doenboefer, S., Johnson, W., Tweed, D.L., Stiles, D.,
Barbano, J.P., and Warheit, G.. DENS Pub. No. ADM 84-1354.
Washington, D.C., 1984.

AVAILABILITT Contact Marcus Sanchez, National Center for Health
OF UNPUBLISHED Statistics. Telephone: (301) 435-7137.
DATA:

CONTACT: David J. Jackson
(301) 443-2908

340
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587

SPONSOR: National Institute of Mental Health (HIM), National Institutes of Health (NIB),
Department of Health and Boman Services (DENS)

TITLE: Health Demographic Profile Syrtam's Inventory of Small Area Social Indieetorm

TYPES OF DATA COLLECTED

Data Public- Data Public -
File Use File Use

Tape Tape
DEMOGRAPHIC DATA HAM

x Educational level Acute and chronic conditicuu
x Race x Disability days
x Ethnicity Chronic limitations:
x Sex of activity
x Marital statue of mobility
x Migration or mobility Impairments

Usual activity statue
VITAL STATISTICS
Natality ILCOEOL. DRUG ABUSE,
Mortality APMg...IMM

x Marriage Cognitive impairment scale
Divorce Behavior problems

Depression
pousrwo Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persona in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitation::
IliMMAnaa Self-peiceived health
Labor force participation
Total income FUBCITCMgina
Sources of income Social interaction
Net assets Activities of daily living

Inatrumantal aotivitims of
SOCIAL SERVICES daily living

HEALTH RESOURCES SCARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health care
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician services /visits
WITH EXPENSES Dental aervices/visita
Coats of care Prescription drugs
Out-of-pocket coats Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOR ml.rmo UNIT
Private insurance

341
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588

WORM: Rational Institute of Mental Health (NIMH), Rational Institutes
of Health (EH), Department of Health and Human Servioce (DHILS)

TITLE: Meath Demographic Profile Systemia Inventory of Small Area
Social Imdloatora

MELTED MSS IN DATA SET

SIZE OF SIMPLE

Me lumber in SOMD14 Nonreeconee Rate

Total
Under 65
6544 hot applicable

75-84
85+

Autumurr AID LOCATION OF SPECIFIC DATA ITEMS

Data File Public -Use Tape Published Tables

Date of birth
SOoial Security no.
Veteran status
Geographic data
Laramst unit State
Smallest unit Census tracts

Age classes
Single years
60-64
65+
65-74, 7544, 85+
Other

342
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589

SPONSOR: National Institute of Mental Health (NIMB), National
Institutes of Health (N71), Department of Health and Human
Services (MS)

TITLE: Inventory of General Hospital Psychiatric Services

Project Director: Michael J. WI kin
Supervisory Latistician
Survey and Reports Branch
Division of Biometry and Epidemiology
National Institute of Mental Health
5600 Fishers Lane
Rockville, MD 20857

PURPOSE: To collect data on mental health resources in nonfederal
general hospitals.

DP On Universe of nonfederal general hospitals with separate
psychiatric Jervicea.

CONTENT: Caseload, staffing, financial expenditures, services, and
auspices of program.

TEARS OF DATA Biennially, 1967 to present.
COLLECTION:

PUBLICATIONS: Redick, R.W., Manderscheid, N.Y., Nitkin, h.J., and
Rosenstein, M.J., Lfliatory of the U.S. National RnoortinA
Program to Mental Health Statistics 1840-19n, DRHS
No. ADM 83-1296, Washington, D.C., 1983.

AVAILABILITY By individual request.
OF UNPUBLISHED
DATA:

CONTACT: Michael J. Within
(301) 443-3343

343
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4



590

SPONSOR: National Institute of Mental Health (NIMB), National Institutes of Health (NTH),
Department of Health and Human Services (DIMS)

TITLE: Inventory of General Hospital Psychiatric hescrices

TYPES OF DATA COLLECTED

Data Public- Data Public -

File Use File Use

Tape Tape

DEMOGRAPHIC DATA USA140i

Educational level Acute and chronic conditions

Race Disability days

Ethnicity Chronio limitations:

Sex of activity

Marital status of mobility

Migration or mobility Impairments
Usual activity status

x

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,

Mortality AlD KENT MALTA
Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

HOUSING Alcohol use

Tyne of dwelling Drug abuse

No. of persona in household
Relationship of persona in CHANGES IN HEALTH STATUS

household Morbidity
Functional limitations

INCOME AND Self-peroeived health

Labor force participation
Total income UNSITMLitra61
Sources of inoone Social interaction

Net assets Activities of daily living
Instrumental aotivitiea of

;OCTAL SERVICES daily living

treAULBEMINM ULALTH CARE UTILIZATION

General hospitals x General hospital services

Private Psychiatric hospitals Nursing hum services

Public) mental health hospitals Home health care

Nursing homes Rehabilitation

Other institutional resources x Mental health hospitalization

Community-based resources x Mental health outpatient

Health professions servioes

Other Professional resources x Alcohol stud drug abuse centers

x Physician services/visits

HEALTH EXPENSES x Dental services/visits

Costa of care x Prescription drug.,

Out -of-pooket costa x Other

Medicare
Medicaid WEER BROAD CATEGORT

State expenditures FOR SAMPLING UNIT

Private insurance

595
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591

SPONSOR: National Institute cf Mental Health (NINE), National Institutes
of Health (NIH), Department of Health and Human Sewices (DEES)

TITLE: 711restory of General Hospital Prychiatrio Services

SELECTED ITEMS IN DATA SET

sIZE OF SAMPLE

fse NRgber in SERPI., Nonreeponse Rata

Total
Under 65
65 -74 Not applicable
75-84
85.

AVAILABILITY IND LOCATION OF SPECIFIC DATA ITEMS

Itea Data File Public-One Tape Published Table*

Date of birth
Social Security no.
Veteran statue
Aographio data
Lament unit U.S. U.S.
&salient unit Facility Facility

Age olaamn
Single yearn
60-64
65+

65-74, 75-84, 85+
Other

345
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592

SPONSOR: National Institute of Mental Health (NINO, National
Institutes of Health (NIB), Department of Health and Human

Services (DBMS)

TITLE: Inventory of Mental Health Organizations

Project Director: Michael J. Witkin
Supervisory Statistician
Survey and Reports Branch
Divlelon of Biometry and Epidemiology
National Institute el' Mental Health

5600 Fiabera Lane
Rockville, HD 20B57

PURPOSE: To collect data on mental health resources in specialty

mental health organizations.

DESIGN: Universe of specialty mental health organizations.

CONTENT: Caseload, staffing, financial revenue and expenditurea,
services, aggregate patient characteristics, and auspices of

program.

TEARS OF DATA Biennially, 1967 to present.

COLLECTION:

PUBLICATIONS: Redick, R.N., Handerscheld, R.N., Nitkin, H.J., and

Rosenstein, H.J., 8 History of the U.S. National Revorttnik

Program for Mental_ Wealth Stittstles 1840-1984. MRS
Pub. No. ADH 83-1296. Washington, D.C., 1583.

AVAILABILITY T", individual. request.

OF UNPUBLISHED
DATA:

CONTACT: Michael J. Witkin
(301) 443-3343

346
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593

SPONSOR: National /r4titute of Mental Health (NUM). National Institutes of Health (NIB),
Department of Health and Human Services (DIMS)

TITLE: Inventory c MWmtal Beath Orgamisatisca

TYPES OF DATA CCLLECT°

Data Public- Data Public
File Uss File Osa

Tape
Tape

DEMOGRAPHIC DATA
Educational level

louts and chronic conditions
Race

tamability days
Ethnicity

Chronic liaAtations:x Sex
of retivitf

Marital status of mobility
Migration or mobility

Caul aottvity status
VITAL STATISTICS
Natality

ALCOHOL. 0,0 ABUSE
Mortality

AERIZETILEULD1Marriage
Cognitive impairment scale

Divorce
Behavior problems
Depression

V)USINO
Alcohol use

Type of dwelling
Drug abuse

Bo. of persons in household
Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
WOKE AND vrAlru Self-perceived health
Labor force partioipation
Total income

FUNCTIONAL LEVELS
Sources of income

Social interaction
Net assets

Activities of daily living
Instrumental activities of

;OCTAL SERVICES daily living

HEALTH RESOURCES H§ALTH CAPE UTILIZATION
General hospitals General hospital services
Private psychiatric. hospitals Nursing home services
Public mental health hospitals Hose health care
Nursing braes

Rehabilitation
Other institutional resources Mental health hospitalisation
Community -based resources Mental health outpatient
Health profassions services
Other professional resources Alcohol and drug abuse centers

Physioian services/visits
pALTH EXPENSES Dental services/visits
Costs of care Prescription drugs
Out-of-pocket costs Other
Medicare
Medicaid OVER BROAD CATEGORT
State expenditures MR SAMPLING UNIT
Private insurance

347
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594

SPONSOR: National Institute of Mental Health (RIME), National Inetitutee
of Health (NIB), Department of Health and Human Services (DENS)

TITLE: Inventor, of Mental &math OrgmnIzatioma

,map ITEM IN DATA SET

SIZE OF SAMPLE

Aite Number in Staple NOW.t3P0a$0 RAte

Total
Under 65
65-74 Rot applicable

75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item k . 1.. S.

Date of birth
Social Security no.
Veteran statue

Geographic data
Largest unit U.S

Smallest unit Facility

Age clasees
Single years

60-64
65+
65-74, 75-84, 85..
Other

348
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595

SPONSOR: Rational Institute of Mental Health (HAUL), National

Institutes at Health (NIB), Depart/ant of Health and Human
Services (OHM)

TITLE: Patiact ftrveys of Inpatient Mental Health Settings

Project Director: Marilyn J. Rosenstein
Supervisory Survey Statistician
Survey and Reports Branch
Di,ision of Biometry and Epidemiology
National Institute of Mental Health
5600 Fishers Lane
Rockville, MD 20857

PURPOSE: System was eatabliehed to collect :maple patient data an
sociodemographic, clinical, and service characteristics of
psychiatric inpatients.

DESIGN: The universe is all inpatient admissions to speoialty
psychiatric inpatient services for given year. Sampling is
done through a two-stage design with probability selection
at each stage. The strata are ownership of hospital and
bedelsc. SA:mit sizes vary across facilities, depending an
precision requirements.

CONTENT: Soolcdasographic, clinical, and service characteristics of
psychiatric Inpatient admiesione.

TEARS Of DATA Approxfutely every (Iva years, beginning In 1970.
COLLECTION:

PUBLICATIONS: Redick, Manderachaid, R.N., Within. li.J., and
Rosenstein, M.J., A Motor'. of the U,'. Rational FerOrtiqk
ErqRran for Mental Health Stetlettoe 180-1981, DHSS Pub.
No. 83-1296, Washington, D.C., 1983.

ATAILiBILIST By individual request.
Of UNPUBLISHED
DATA:

CONTACT: Marilyn J. Rosenstein
(301) 443.3343

349
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596

SPONSOR: National Institute of Mental Health (NMI), Nrt. al Institutes of Health (NIS).

Departoont of Health and Human Services (DHILS)

TITLE: Patient 'unity* of Inpatient Mental Beelth Settings

PIPES OF DATA COLLECTED

Data r.tlic- Data Public -

File Use File Use

Tape Tops

OEMOGRAPHIC DAIL USILIU

Educational level
louts and chronic conditions

Rao.
Disability days

Ethnicity
Chronic limitations:

Sea
of activity

Marital status
of nobility

Migration or nobility Impairments
Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DIVO ABUSE,

Mortality
so MENTAL Rum

Varriage
Cognitive impairment scale

Divoro.
Behavior problems
Depression

00O31XO
Alcohol use

Type of duelling Drug abuse

No. of persons in household
Relationship of persons in 21=111REALTII STATUS

bouseholZ
Morbidity
Functional limitatior,

&COM AND MUM Self-perceived health

Labor force participation
Total in000s flaiclIMILLIMI
Socrooa of hones Social interaction

Net assets
Activities of daili living
Inotruoantal activities of

SOCIAL SERVICES
daily living

timps twouRal DALTH CARE UTILIZATION

General hospitals s Gebarml hospital oorvioss

Private psychiatric hospitals Nursing boom cervices

Public :mental health hospitals Bose health oar*

Nursing hones Rehabilitation

Other inttilutional motocross s Mental health hospitalization

Community-based resources Mental health outpatient

Health Proresaions services

Other professional resources alcohol and drui abuse centers

Physician sorvime/visits

(241.111-10/2=
Dental services/visits

Coats of care
Proscription drugs

Out-or-pocket coats Other

Medicare

Medicaid 21IIILLEUZSAIE22r.
State 4xpeaditurs. EoR Roman UNIT

Private insurance
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31.01301: National Inatlituta of Hental Health (NIVE). National Institutes
or Health (NIH), Departaert of Health and Hunan Tervioes (oars)

TITLE: ?silent Rungs of Inpatient Metal Health 3ettinta

:EXC7I2) ITEMS Ill DAZA SET

SIZE OF 3AKPLI

4an !comber in Nicole )lonreonovnt Nato

Total
Hader 65
6544 Not available
7544
85.

AVATIvNTIIII AND LOCATION OF SPECIFIC DATA ITCH3

Item Mtn 1,1), Poi:4194os Taco Fubliebed Tables

Date of Distil

&alai 3eourity no.
Veteran Ulna
Geographic data
Largast unit O.S. D.S.
Sanest unit 0.3. D.S.

Ate olasaca
Single years
60-64
65.
65.74. 75-84. 85.

Other
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SPONSOR: National Scienoo Foundation (ESP,

TITLE: General Social Surveys

CONTRACTOR: National Opinion Research Center (NORC)

Project Directors: James A. Davis, Principal Investigator
Tom V. Smith, Cf.-orincipal Investigator
National Opinion Ree.:.rch Center
University of Chicago
6030 South Ellis
Chicago, /L 60637

PURPOSE: The surveys are designed to measure trends (and oonstants)
in social obaractoristies and opinions; and at the same time
to make data available to social soiontists 'Jo may not be

affiliated with large research centers.

DESIGN: The sample is a national cross-emotion of adults, age 18 and

older. The sample size for the studies is about 1,500

oases. For 1972 through 1974 the sampling plan is
sultiseage probability down to the segment level with quotas

applied at the final stage. The 1975-1976 sample design is
experimental--half sampled as in previous years and half a

strict multistage probability sample with predesignated

respondents. From 1977 on, the surveys are full,

multistage probability samples. I detailed description of
the sampling plans appears in the codebooks that accompany

the data or are available separately from Roper.

CONTENT: The 1972 questionnaire included appreximmtely 100 items of

interest to sociologists. Later questionnaires were

expanded by about 50g. The schede'- is divided into
background characteristics and opinia items, for example,
family and life-cycle; soaloeconamio status; social
psychology; satisfaction and happiness; crime, punishment,
and violence; health; leisure; use of alcohol; eto.

TEARS OP DATA Annually beginning in 1972, except for 1979 and 1981.

COLLECTION: The surveys are funded through 1987.

PUBLICATIONS: See Smith, TOM V., and Ward, Michelle, innag&l.

5th Edition. 1984. Chicago: Rational Opinion Research

Canter.

ATAILABILITT Distribution of data sets is handled by the Roper Center,
OP UNPUBLISHED University of Connecticut, Box 0 -1642, Storrs, CT 06268 or

DATA: the Inter -univaraity Consortium for Political and Social
Resea -oh (ICPSR 8294), Box 1248, Jun Arbor, HI 48106.
Data tapes are also in the collection of the Duke University
Archive for Aging and Adult Development (DAIAD) Durben,

N.C. 27710.

.oNTACT: For technical questions, contact Tom V. Smith, NORC,

(312) ,62 -1200.
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SPONSOR: National Science Foundation (NSF)

TITLE: Osmeral Social Surveys

599

TYPES OF DATA COLLECTED

Data Public- Data Public -
File Una File Una

Tape Tape
ppooRApRIC DATA

UEAL31i
A Educatioral level Acute and chronic conditions
x Race Disability days
A Ethnicity Chronic limitations:
x Sex of activity
z Marital status of mobility
A Migration or mobility Impai=enta

Usual activity status
VITAL STATISTICS

A Natality ALCOHOL. DFJG ABUSE,
A Mortality AND KOTA/ REAM
A Marriage Cognitive impairment scale
x Divorce Behavior problems

Depression
UOUSING x Alcohol use

x Type of dwelling Drug abuse
No. of persons in bouaehold

A Relationship of persona in giMAPIIEVgaUrin,
how/hold Morbidity

Functional limitations
INCOME AND WEALTH Self-perceived health

A Labor force participation
A Total income FUNCTIONAL LEVELS
A Spurcea of income Social interaction

Net aaaeta Lotivitiea of daily living

Instrumental activities of
SOCIAL SERVICES daily living

HEALTH RESOURCES UPLTH CARE UTILIZATION
General hospitals General hospital services
Private paychiatrio hospitals Hurtling home services
Public mental health hospitals Hone health care
Nursing hoses Rehabilitation
Other institutional resources Mental health hoapitalimation
Community -based resources Mental health outpatient
Health professions services
)tber professional resources Alcohol and drug abuse centers

Physician rerviceaviaita
HEALTH EXPENSES Dental aerviceaviaita
Coats of care Prescription drugs
Out-of-pocket costa Other
Medicare
Medicaid OTHER BROAD CATEGORT
State expenditures FOR SAMPLING UNIT
Private inaurwnoe x Medioare/Medioaid: attitude

on government medical oar,
x Psychological well-being
x Smoking
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SPONSOR: National Science Foundation (NSF)

TITLE: General Social Sump,

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE
Numbers in

Age Cumulated Samples Nonressonse Rate

Total 18,000 (approx.)

Under 65 13,850

65-74 2,300

75-84 1,400

85+ 450

AVAILABILITI AND LOCATION OF SPECIFIC DATA ITEMS

;tem Data File Public -Uae Taw" Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit 9 census region

Smallest unit 3 size of place
variables

Age clasaes
S'ngle years
69-64

65+
65-74, 75-84, 85+
Other

354
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SPONSOR: Public Health Service (PBS), Department of Health and Human
Services (NHS)

TITLE: 15TND Neportimg System

AGENCY: Public Health Foundation

Project Director: Sue Madden, Program Director
ASTMS Reporting System
Public Health Foundation
1220 L Street, NW, Suite 350
Washington, DC 20005

PURPOSE: These data are collected in order to maintain a voluntary,
uniform information data base on the public health programa
and expenditures of the nation's state and territorial
health agencies.

DESIGN: The universe consists of data collected annually from the 57
state and territorial health agencies. In 1983, 48 state
health agencies (SHA5) reported.

CONTENT: The ASTRO Reporting Spates: collects information on the

public health programa and expenditures of the nation's
state and territorial health agencies. Data are collected
on personal health, environmental health, health resources,
state laboratory, external and child health, handicapped
children's services, tuberculosis control, and dental
health. There have been acme periodic revisions of the
survey instruments from one year to the next.

TEARS OF DATA Annually since 1970.
COLLECTION:

PUBLICATIONS: public Health Agencies 1983 (a four volume set):

Vol. 1 Expenditures and Sources of Funds
Vol. 2 Services and Activities
Vol. 3 Services for Mothers and Children
Vol. 4 An Inventory of Program and Block Grant

Expenditures

Ulla° available for every year dating back to 1974.)
A complete list of publications is available from Sue
Madden.

AVAllABILITT Data are available as unpublished tabulations from 1974 to
OF UNPUBLISHED 1983 and can be obtained by calling the Public Health
DATA: Foundation.

CONTACT: Sue Madden
(202) 898 -5600
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SPONSOR: Public Health :orvice (PBS), Department of Health and Human Services (DHSS)

TITLE: AnTHO Heporting System

TYPES OF DATA COLLECTED

Data Public- Data Public -

File Use File Uae

Tape Tape

DEMOGRAPHIC DATA BUAD.
Educational level louts and chronic conditions

x Race Disability days

x Ethnicity Chronio limitations:

x Sex of activity

Marital status of mobility

Migration or mobility Impairmenta
Usual activity status'

VITA_STATISTICS
Natality IkeNtOk.PMQLEDR-
Mortality ARD.--MMgliALTI
Marriage Cognitive impairment scale

Divorce Behavior problems
Depression

UOUSING . AlnAhnl ns.

Type of dwelling x Drug abuse

No. of persona in household
Relationship of persona in CHANGES0gr

household Morbidity
Functional limitations

INCOME AND WEALTH. Self-perceived health

Labor force participation
Total income FUNCTIONAL LE!

Sources of income Social interaction

Net assets Activities of daily living
Instrumental activities of

x SOCIAL SERVICES daily living

HEALTH RESOURCRS UEALTH C113 UTILIZATION

x General hospitals x General hospital services

Private psychiatric hospitals x Nursing home services

x Public mental heath hospitals x Home health care

Nursing hams x Rehabilitation

x Other institutional resources x Mental health hospitalization

x Community-based resources x Mental health outpatient

x Health professions services

x ether professional resources x Alcohol and drug abuse centers

x Physician services/visits

UEALTH EXPENSES x Dental services/visite

x Costa of care Prescription drug's

x Out-of-pocket costs x Other

x v.3(130111.8

x Medicaid 4111

x State expenditures FOR SAMPLING UNIT

Private insurance
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SPONSOR: Public Health Service (MS), Department of Hehlth and Hunan
Services (DEM)

TITLE: ASTRO Reporting System

8ELE a, ITEMS IN DATA SET

SIZE OF SAMPLE

&Re Number in Sample Nonresoonse Rate

Total
tinder 65

65-74 Reported by state
75-84
85+

AVATJARTIITI AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tape Published TaUll

Date of birth
Social Security
Veteran statue
Geographic data
Largest unit
Smallest unit Reported by state

Age classes
Single years
60-64
65+

65-74, 75-84, 85+
Other

35/
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SPONSOR: Social Security Administration (SSA), Department of Health
and Human Servicea (DRBS)

TITLE: Continuous Vork History Sample (CUBS)

Project Director: Graaton H. Smith
Social Security Administration
2 -B -2 Operationa

6401 Security Boulevard
Baltimore, HD 21235

PURPOS": The CUES evolved at SSA as the beat way of oollecting
demographio, earninga, employment, and benefit data for use
in program roaearoh. The filea are also used in actuarial
activities, the Trustee's Report, and Trust Fund transfers.

DESIGN: The CUBS la a aample data aet of adainiatrative reoorda, not
a survey. The universe of the data aet la all issued aoolal
amourity numbera (SSW. The CWES extraota data based on
the aerial digits of the SSX, usually at 1% level. The
CUBS ourrantly oonsiata of approximately 2.9 million SSIN.
The data pet la longitudinal in several of its data aloe.
Annual earninga data are available starting in 1951.

CONTENT: The information oollected is basioally that whioh SSA needa
to administer ita retirement program. Data are oolleoted
from the:

1114Q

Za=1 V-2 (W-3) ga §shedula C
Year of birth Vagea Coded Standard Self-employed
Raoe Type of Industrial Chula. (FICA only)
Sex employment State, county
Plane of birth of employer

The data are aupplemented from various SSA :gains forms.
Earning:: and olaimis data are oolleoted

YEARS OF DUI Detailed annual earnings data are ourrently available for
COLLECTION: the period 1951-82. Some 1983 data should be available in

late 1985. Files are updated annually with r 1- or 2-year
lag for a000unting and computer Precessea.

PUBLICATIONS: Some data are publiahed annually in the Scolal Security
ldminiatration'a 300181 Semit/j)mlietia--innusl
ctatiatical Supplement.

AVAILABILITY Host data are produced ad boo from the data filea but some
OF UNPUBLISHED unpubl:ahed oontrol oounta and by -producta of SSA activities

DATA: exiat. See oontaot person for releaas. There are aevere
reatrictiona on release of mioro data oolleoted from the V-2
form.

CONTACT: Creaton H. Smith (301) 594-0561

358

609



605

SPONSOR: Social Security Administration (SSA), Department of Health and Human Services
(ONES)

TITLE: Ccetinucaus Work History Sample (GYMS)

TIPES OF DATA COLLECTED

Data Public- Data Public-
File Use File Use

Tape Tape
DLMOGRAPRIC DATA
Educational level Acute and chronic conditions

x Race Disability days
Ethnicity Chronic. Iheltationa:

x Se_ of activity
Marital status of mobility

x Migration or mobility Impairments
Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DRUG ABUSE,

x Mortality AIMIWALIZALIK
Marriage Cognitive impeirennt aoale

Divorce Behavior proble=m
Depression

MUSING Alcohol use
Type of dwelling Drug abuse
Nu. of persons in household
Relationship of persons in CHANGES IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND WEALTH Self-perceived health
Labor force partioipation
Total income FUNCTIONAL LEVELS
Sources of income Social interaction
Net assets Activities of daily living

Instrumental activities of

OCTAL SERVICES daily living

HEALTH EENMEA HEALTH CARE UTILIXAME
General hospitals General hospital services
Private psychiatric hospitals NureinE home eervioes
Publio mental health ho:,:bals Home health care
Nursing homes Rehabilitation
Other institutional reu.:::cse Mental health hospitalization
Community-based resouroec Mental health outpatient
Health professions servioee
Other professional resources Alcohol and drug abuse centers

Physioian aervioes/visits
EEALTB EXPENSES Dental services /visits

Costs of oars Prescription drugs
Out -of -pooket costs Other
Medicare
Medicaid PTEER BROAD CATEGORI
State expenditures FOR SAMPLING UNIT
Private insurance

359
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SPONSOR: Social Security Adainietration (SSA), Department of Health and
Human Services (DENS)

TITLE: Continuous York History Scam (COS)

EVICTED ITEMS IN DATA SET

SIZE OF SAMPLE

Ass_ Number in Sample Nonresponse Rate

Total 2,889,000 (approx.)
Under 65 2,101,000
65-74 265,000
75 -ea 214,000
85v 291,000

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Date File Public -Use Tape Published Tablet,

Date of birth
Social Security no.
Vetsran status
Geographio data

Largest unit USA
Smallest unit County

Age chance
Single ysara
60-64
65+
65-78, 75-84, 85+
Other
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SPONSOR: Social Security Administration (SSA), Dopartrent of Health
and Human Servioea (DUBS)

Ting: 1976 Survey of Disability and Ha

Projeot Director: Hordeobai Lando, Brant.. Chief
Office of Disability
Division of Disability Studies
Sooial Security Administration
6401 Security Boulevard
Baltimore, HD 21235

PURPOSE: To measure the extent of disability in the United States and
to determine the effects of disability on the edonomio,

medical, and social welfare of disabled workers and their

DESIGN: The survey is based on a national ample of civilian
noninatitutionalized adults aged 18-64. The sample was
selected from two separate panels that totaled 11,739
peraona. There were 9,859 oompleted interviews and 1,880
noninterviewa. The data file is licked to selected items
from the social security files, the Raster Beneficiary
Record (MR), and the Summary Earnings Record (SEA).

CONTENT: Household Interviews were oonduoted by the Bureau of the
Cent= from July through September 1978. The survey
gathered economic, medical, and social data on a sample sf
the disabled and nondisabled working-age population.

See Bureau of the Cenaua, Interviewer'a Manual: 1978
pieabilltv Survey.

YEARS OF DATA July-September 1978.
COLLECTION:

PUBLICATIONS: Social Seourity Administration. Work 81004311A), 111 the
y.s. - -A Charthook. HEW Pub. No. 77-11978.

Data Book, Preliminary.

AVAILABILITY Public-use data tape available. See Social Seourity
OP UNPUBLISHED Administration Dere' Manuel. 1978 Survey of Disability and
DATA: 1/181, SSA Pub. No. 13-11732, 1981.

Special requeata may be considered.

CONTACT: Hordeobai Lando (301) 899.0300
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SPONSOR: Social Security Adainistration (SSA), Department of Health and Human Servinea
(DENS)

TITLE: .9TB Garvey of Disability and Work

TYPES OP DATA COLLECTED

Data Public- Data Public -

File Uae File Uae
Tape Tape

DEMOGRAPHIC DATA ITALIE
x Educational level x louts and chronic conditions
x dace x Disability days
x Ethnloity Chronio limitations:
x Sex x of activity
x Marital status x of mobility
x Migration or mobility x Ispairmenta

x Usual activity statua
yrrAL STATISTICS

x Natality ALI4114LaBIELAIIIIE,
x Mortality AND MENTAL BEAM
x Marriage Cognitive impairment scale
x Divorce Behavior problems

Depresaion

pousixo Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persons in GRANGES IN HEALTH STATUS
household Morbidity

Functional limitations
INCOME AND NEALTU Self-perceived health
Labor force partioipation
Total Income FUNCTIONAL112al,
Sources of 100038 Social interootion

Net aaaets Aotivitioa of daily living
Instrumental activities of

SOCIAL SERVICES daily living

HEALTH RESOURCES UZALTH CAPE UTILIZATION
General hoapitala x General hospital services
Private payolliatrio hospitsla x Nursing home aervices
Public mental health hoapitala x Home health care
Nursing homes x Rehabilitation
Other institutional resource:: x Mental lmalth hospitalization
Community -based resources x Mental health outpatient
Hoalth profession aervioea

Other professional reaourcea x Alcohol and drug abuse oentera
x Phyaioian aervicea/viaita

SEALTH EXPENSES Dental aervicea/viaita
:x Coats of care Proscription drugs

x Out -of -pocket coats x Other
x Medioare
x Medicaid OTHER BROAD CATEGORT

x State expenditures FOR SAMPLING UNIT
x Private inauranoe
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SPOESOR: Sooial Seourity Administration (SSA), Department or Health aid
Rumen Sento** (DEES)

TITLE: 197E Survey of DirebIllty sad Sort

=11211121122111.2AILE7

SIZE OF SAMPLE

ARM Number In Smolt Nonrisnonse

Total 11,739 1,880
tinder 65 11,739 1,880
65-74
75-84
85.

AVAILABILITT OD LOCATION OF SPECIFIC DATA ITEMS

Item Data Flle Pebllo-Upe Tint Published Table,

Date of birth
Sooial Seourity no.
Voter= atutun
Geographic, data

La -eat unit 0.3.
Su-Alsot unit Region

Age olseees
Single years
60-64

65.

65-74, 75-84, 85.
Other

363
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SPONSOR: :octal Security Administration (SSA), Department of Health
and Hunan Servioes (DEM)

TITLE: 1982 Pm Barktialary barmy

Project Director: Virginia P. Reno
Director, Program Analysis Staff
Offlo of Research, Statistics, and

International Polio,'
Social Security Adminiatration
Universal North Building, Room 1121
1875 Connectiout Avenue, VW
Washington, DC 20009

PURPOSE: The Social Security AdainietratIon has congressional
mandate to evaluate the programa it adainiaters and report
the economic status of beneflolaries.

DESIGN:

CONTENT:

The uni nocinstitutiocalized program beneficiaries
who entered payme0. status during a 12-month period from

mid-1980 to mid-1981, and individuals ages 65 -71 who were
entitled to Me4loarl but had not received retired -worker
benefits by July 1982.

The sample: 18,600 individuals in the following beneficiary
categories: retired workers, disabled workers, spouses
(wives, widows, divorced wives, divorced widows,
Medicare -only.

Nooresponse rate was lees than 151. Interview data are
linked to data from administrative records--the Master
Beneficiary Record and the Summery Earnings Record.

Information was oolleoted on the following areas: household
composition, employment history, pension coverage, health,
income and assets, marital history, child care, program
knowledge, and spouse oharaoteristics.

TEARS OF DATA Interviews were conducted from October through Decesber
COLLECTION: 1982.

PUBLICATIONS: Introductori article and modem of First Findings reports
in the Zsedalkelurazjallejdn. In November 1983, January
1985, February 1985, and March 1985. Other articles to
follow throughout 1985 and 1986.

AVAILABILITT Public-use data tape is in preparation, with a projected
OF UNPUBLISHED release date of early 1986.
DATA:

CONTACT: Virginia P. Reno

673 -5701

364
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SPONSOR: Social Security Administration (SSA), Department of Health and (cyan Services
(DEES)

TITLE: 1982 W Beneficiary Sorry

TIP/3 OF DATA couzato

Data Publio -

File Use
Tape

x

r x

DEMOGRAPEIC DATA
Zduoational level
Rsoe
Ethnicity
Sex

Marital statua
Migration or Nobility

'.21AlaTAZIEISa
Natality
Mortality
Marriage
Divorce

MOM
x Type of dwelling

Ho. of persons in household
x Relationship of Doreens in

household

X X

X X

X X

X X

Labor force partioipation
Total looms
Sources of inscoe
Net assets

2ocinjritYlc121.

121111111:21=
General hospitals
Private psyobiatrio hospitals,
Publio mental health hospital,
Nursing hones
Other institutional resources
Occaunity-based resources
Health prefeesions
Other professional resources

rRALTH ZIFINSEI
Coots of oars
Out-of-pocket oosta
Med ioare

Medicaid

State expenditures
Private insurance

365

Data Publio -

File Use
Tape

X X

X X

X X

X X

MUM
louts and ohronio oonditiona
Disability d.ya
Chronio limitations:

of aotivity
of mobility

Impairsenta
Usual aotivity status

gwomm. DRUG ABUSE,
LAP HETTAL HE LTH
Cognitive impairment scale
Behavior problems
Depression
Aloohol use
Drug abuse

2212/21111EILILLZLWA
Morbidity
Funotional limitations
Self-perceived health

rURCIIORAL UT=
Social interaction

x x Aotivities of daily living

Instrumental aotivitiee of
daily living

616

(JULIE CARE UTILIZATION
General hospital service,
Nursing bone Derf1003
Bone health oars
Rehalilitation
Mental health !capitalisation
Mental health outpatient
serNIOes

Alcohol and drug abuse centers
Pbyaloian services/viaits
Dental servioea/visits
Prescription drne
Other

MD BROAD CATEGORY
FOR moult° WIT
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SPONSOR: Social Security Adainietration (SSA), Department of Health and
Human Servioee (DHSS)

TITLE: 1982 ter Manafie.tary Screwy

aELECTED ITEMS IN DATA SET

SIZE OF SINPLE

Awe Number in Savoie Nonroanougui_Ratt

Total (60-71) 18,599 Line than 15%
Under 65

65-74
75-S4
85+

Annualin AND LOCATION OF SPECIFIC DATA ITEMS

;tea Data File Public -UFO Moe Published Table*

Date birth
Social Security no.
Veteran :status

Geographio data
Largest unit 48 states 48 states

and D.C. and D.C.
Smallest unit Region Region

Age olassee
Single yeare
60-64
65+
65-74, 75-04, 85+
Other

366
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SPONSOR: Sooial Security Administration (SSA), Department of Health
and Human Services (DHE+.)

TITLE: 1986 Survey of Supplemental Security Income (Sal) Recipienta
and the General Aged Population

Project Director: Charles A. Lininger, Director
Supplemental Security Income
Survey Staff

Sooial Security Administration
1875 Connecticut Avenue, NW
Washington, DC 20009

PURPOSE: The data system currently being established is designed to
provide information for responding to policy and operations
Questions and regulatory and legialativt proposal cost
estimates. The data system is designed to replace the 1974
Survey of Low-Income Aged and Disatled.

DESIGN: The universe inoludea (1) the Supplemental Security Income
(WI) adult (18+) population in current payment status who
are not in certified Medicaid facilities and (2) aged (65+)
persona not receiving SSI benefits who are represented in
the Health Insurance Master File. Two samples will include
a total of 8,500 SSI recipients (which include about 4,500
persons ogee 65+) and 2,700 aged persona in the population.
The samples, designed to be nationally representative, will

be augmented with individual case record data from the
operating Social Security Record Syatam.

CONTENT: Survey content will include the following topical areas: (1)
household compoaition and living arrangement; (2) employment
and earnings; (3) healt'd and functional status, housing and
expenditures; (4) is once and assets; (5, program
experiences; and (6) residence and personal backgrouna
characteristics.

YEARS OF DATA The deaign calls for a one-time survey (1986). Data
COLLECTION: collection will begin in June 1966. Expected release dates

for data have not been finalized but are projected for the
spring of 1988.

PUBLICATIONS: None.

AVAILABILITY A public-use tape is planned for 1988.
OF UNPUBLISHED
DATA:

CONTACT: Charles Lininger
(202) 673-5644

367
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SPONSOR: Social Security Administration (SSA), Department of Health and Hunan Services
(DHSS)

TITLE: I986 &arroyo! Supplemental Security Income (MI) Recipients and the General Aged
Population

-'ES OF DATA COLLECTED

Repeated Expected
Ds., Public- Data Public -
File ...;.:- File Use

Tape' Tape'
DRHOOPAPHIC DATA UEALTH

x Educational level Acute and chronic conditions
x Race x Disability days
x Ethnicity Chronic limitations:
x Sex of activity
x Marital status of mobility

Migration or nobility x impairments
x Usual activity status

YITAL STATISTICS
x Natality ALCOHOL. DRUG ABUSE,
x Mortality AND MENTAL HEALTH
x Marriage Cognitive impairment scale
x Divorce Behavior problems

Depression
HOUSING Alcohol use
Type of dwelling Drug abuse

x No. of persons in household
x Relationship of persons in CHANGES IN HEALTH STATUS

household Morbidity
Functicr 1 limitation:.

NCOME AND WEALTH Self-perceived health
x Labor force participation
x Total income FUNCTIONAL LEM:a
x Sources of income Social interaction
x Net assets x Activities of daily living

x Instr..r.tal activities of
x §SSILLIEKELM daily living

HEALTH RESOURCES HEALTH CARE UTILIZATION
General hospitals x General hospital services
Private psyohiatrio hospitals x Nursing time services
Public mental health hospitals Home health oare
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization

x Community-based resources Mental health outpatient
Health prates:lions servioes
Other professional resources Alcohol and drug abuse centers

x Physician services /visits

EVIIIIMIN2A x Dental servioes/visits
x Coats of care a Prescription drugs
x Out -of- pocket coats Other
x Medicare
x Medicaid 411121E2LESMEIM
x State expenditures FOR SAMPLING ONII
x Private insurance

A publio use tape is planned for 1988.

368

619



615

SPONSOR: Social Security Administration (SSA), Department of Health and
Human Services (DHHS)

TITLE: 1936 Survey of Supplemental Security Income (SSI) Eacipiesta
and the General Aged Population

SELECTED ITEMS IN DATA SET

SIZE OF SIPI'LE

ARO Number in Sample Nonresponse Rtte

Total
Under 65
65-74 Not rvailable
75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEM

Item Date File Public, -Use Tape Published_Tebles

Date of birth
Social Security no.
Veteran status
Geographic data

Largest unit
Stalleet unit

Age classes
Single year,
60-64 x (SSI only)

65-74, 75-84, 85+
Other

State
County
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SPONSOR: Social Security Administration (SSA), Department of Health
and Human Service, (DHES)

TITLE: Retirement History Stody

PURPOSE:

DESIGN:

CONTENT:

Project Director: Karen A. Schwab
Division of Retirement and Survivors

Studies
Office of Retirement and Survivors
Insurance

Social Security Administration
1-8-10 Annex
Baltimore, MD 21207

To provide data on the aspects of American retirement that
affect and are affected by the provisins of the social
security laws.

The universe was men and nonmarried women ages 58-63 in
1969, previously interviewed by the Census BureaL in its
Current Population Surveys. Of 12,549 persons eligible for
interview in 1969, 11,153 were interviewed (11% noninterview
rate). The study was longitudinal, with interviews
conducted in 1969, 1971, 1973, 1975, 1977, and 1979: 75% of
the sample originally interviewed in 1969 remained in the
sample through the entire study. The data from the
interviews were merged to two Social Security Administrative
records --the earnings record and the benef1clary record.

Information vas gathered on work, health, health expenses,
medical care, living arrangements, activity patterns (1975,
1977, 1979), and finanoial characteristics. There were aome
variations, in questionnaire content from year to year.

TEARS OF DATA All data have been released for public use. Data collection
COLLECTION: years were 1969, 1971, 1973$ 1975, 1977, 1979.

PUBLICATIONS: Almost 65 (1976, HEW, Researuh Report No. 49).
Articles since then have appeared in the Social Security
Bulletin, and numerous economic and other social science
journals. A collection of arLiuivs based on the 1971-1979
waves will be published by SSA late 1985 or early 1986.

AVAILABILITY All data are available on public-use data tapes. They can
OF UNPUBLISHISD be purchased from the National Archives, Machine-Readable
DATA: Records Administration, Washington, DC 20408.

370
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SPONSOR: Social Security Adainistration (SSA), Department of Sealt1,
and Human Servicea (DHSS)

TITLE: Satiremat History Study

Data tapes are in the collection of the National Archive of
Computerised Data on Aging maintained by the
Inter-university Consortium for Politioal and Social
Resear0b, (ICPSR), Ann Arbor, HI 48106.
ICPSR 7739, 7683, 7684, 7685, 7859, 7931.

Data are also in the collsotion of the DUG dniverrIty
Archive for Aging and Adult Development (DAAAD), Durham, NC
27710.

CONTACT: Caren 1. Schwab

(301) 597 -6857
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SPONSCR: Social Security Administration (SSA), Department of Health and Human Servioea
(DHSS)

TITLE: Retirement History Study

TYPES OF DATA COLLECTED

Data Public- Data Public -

File 030 File U30
Tape Tape

DEMOGRAPHIC DAT& UM1K
x x Educational level Acute and chronic condition::
x x Race Diaability days

Ethnicity Chronic limitation
x Sex of activity
x Marital status of mobility
x Migration or mobility Impairment::

Usual activity status
YITAL STATISTIC%
Natality ALCOHOL. DRUG ABUSE,
Mortality AND RENTAL HEALTH
Marriage Cognitive impairment :male
Divorce Behavior problems

Depression
puma Alcohol 330
Type of dwelling Drug abuse
No. of persona in household
Relationship of persons in CHAVORS IN HEALTH STATUS
household Morbidity

Functional limitation::
pcon AND WEALTH Self-perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources of in0030 $00131 interaction
Net ameta Activities of daily living

Instrumental activities of
SOCIAL SERVICE1 daily living

HEALTH RESOURCE1 HEALTH CAR" UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health care
Nuraing he Rehabilitation
Other institutional resources Mental health hospitalization
Community-based rebourcea Mental health outpatient
Health professions dervices
Other professional resources Aloohol and drug abuse center::

Physician services /visits
WEALTH EXPENSES Dental services /visits
Coats of care Prescription drugs
Out-of-pocket costs Other
Medicare

A Medicaid OTHER BROAD CATEGQ1I
State expenditures FOR SAMPLING UNIT

A Private insurance

372
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SPONSOR: Social Seourity Adainiatration (SSA), Department of Health and
Human Services (DEM)

TITLE: Retirement History Stud?

SELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

olgO Number in Semple Nooresponee Rate

Total
Under 67; 11,153-1969 11E
65+ 6,240-1979 25%

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tape Published Table*

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit Netional
Smallest unit NeAccrl

Age °leases
Single years
60-64

373
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SPONSOR: Sooial Security Adrinistration (SSA), Department of Health
and Human Servioes (DHHS)

TITLE: Supplemental Security Income Medicaid Institution Turnover
(SSIMIT) Files

Projeot Direotor: Howard Oberheu, Research Analyst
Offioe of Supplemental Security

Inoome
Sooial Security Administration
1875 Conneotiout Avenue, NW
Washington, DC 20009

PURPOSE: To study Supplemental Security Moose (SST) benefioiaries
that enter Medicaid institutions.

DE-RION: All 3SI benefioiaries that entered Medioaid institutions
between February 1982 and January 1983 are traoxed for at
least 24 months. Data are extraoted from the supplemental
eeourity record, wbioh i3 matohed with Medioaid institution
files for seleoted months.

CONTENT: Demographic and program oharaoteriatioe of individuals
entering Medioaid institutions and information about the
institutions they enter.

TEARS OF DATA February 1982 through January 1983 oohorts with follow-up
COLLECTION: for at least 24 months. Data base development is in

process.

PUBLICATIONS: Nine.

iSATIARTITIT Data tapes may be available at oompletion of the study.
OF UNPUBLISHED
DATA:

CONTACT: Howard Oberheu
(202) 673-6305
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SPONSOR: Social Seourity Administration (SSA), Department of Health and Human Services
(DHHS)

TITLE: Supplemental Security /Doom Medicaid Institution Turnover (=MIT) silos

TYPES OF DATA COLLECTED

Data Public,- Data Public -
File Use File Use

Tape Tape
DEMORAPHIC DATA UPIJOi
Educational level Acute and chronic oonditiona

x Raoe Disability days
Ethnicity Chronic limitations:

x Sex of aotivity
x Marital status of nobility

Migration or mobility Impairments
Usual activity status

VITAL STATISTICS
Natality ALCOHOL. DRUG Imm,
Mortality NM MENTAL mug
Marriage Cognitive impairment mule
Divorce Behavior problems

Depreeaion
DOUSING x Aloohol use
Type of dwelling x Drug abuse
No. of persona in household
Relationship of persona in CHANGES IN HEALTH STATUS
household x Morbidity

Functional limitations
ZONE AND TE Self - perceived health
Labor force participation
Total income FUNCTIONAL LEVELS
Sources of jocose Social interaction
Net assets Aotivitiea of daily living

Instrumental activities of
;OCTAL SERVICES daily living

ElialaaLaE22= EIALTH CARE UTILIZATION
General hospitals General hospital servio,e
Private payohiatrio hospitals Nursing home services
Publio mental health hospitals Home health oare
Nursing bones Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician services/visits
ANa_EMENEI, Dental services/visits
t)..s of mare Preasrlption drugs
Out -of- pocket coats Otter
Medicare
Fied.cald Q.21ELEMRSAMKEE
State expenditures FOR sprPLIEo UELI
frivate insurance
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SPONSOR: Social Sonority Adaialatration (SSA), Department of Uoalth and

Rumen Sarvioea (DOES)

TITLE: Supple:metal Security Inoces Medicaid Institution Turnover

(=NIT) Tilos

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Me- Number in &mule Nonreanonee Bate

Total 106,095
Under 65 26,00u
65 80,095

AVAILABILITY Al D LOCATION OF SPECIFIC DATA ITEMS

Its Data File Public -One 200 Publinhot ?able:

Data of birt:'
Social Security no. x

Veteran atatus
Osograybio data

Largest unit U.S.

Smallest unit U.S.

Age olassoa
Singh years
60-64
65.
65-74, 75-84, 85+
Other

376
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r.-ONSOR: Social Security Administration (SSA), Department of Health
and Human Servicea (DBMS)

TITLR: Yearly Continuous Disability litatory Sample (C a3)

Project Director: Audrey Coe, Mathematical Statistician
Office of Disability
Division of Disability Studiea
Social Security Adiniatration
6401 Jeourity Boulevard
Baltimore, MD 21235

PURPOSE: To furniah etatiatica on the operations of the aocial
aecurity diaability program and the characteriatica of the
claimant population.

DESIGN: The C)BS la a yearly 209 aimple randoo eappie of initial
diaability claim prooeased by the Social Security
Administration. The 1983 *maple contained approximatel)
300,000 reoorda. The sample is linked to the Heater
Beneficiary Record (MMR) and the Summary Earnings Record
(SER).

CONTEST: The haat° data Bet compriaes: peraonel charecteriatica - -
sex, race, date of birth, occupation; agenoy deciaion--
allovance/denial, legal baaia, medical diagnoala, onset
date; payment hiatory --worker and family payments; annual
earnings.

Sec Division of Diaability Studiea, Deere' Manual for the
1976 Continuoua Diaability Hiatory Sipple (CDHS) Reatricted
Rae Data File.

TEARS OF DATA Annually aince 1975. The latest available file is for 1983.
COLLECTION:

PUBLICATIONS: Social Security idminiatration, Pim:bled Applicant
;GatIotloo.

AVAILABILITY Special requesta for tabulations may be consider...1. but
OF UNPUBLISHED data filea are aubject to reatricted uae.
DATA:

CONTACT: Audrey Co. (301) 594-0721
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SPONSOR: Social Security Adsinistration (SSA), Department of Health and Hunan Serviose
(DABS)

TITLE: Yearly Continuous Disability History ample (CUBS)

TIPES OF DATA COLLECTED

Data Public- Data Public-
File Use File Use

Tape Tape

W2EithAnaMilit
x Educational level
x Race

Ethnicity
x Sex

Marital statue
Migration or mobility

SEAL1U
Acute and chronic oonditione
Disability days
Chronic lisitatiood:

of activity
of mobility

Ispairsents
Usual activity status

rATAL STATISTICS
fatality ALCOHOL. UNDO ABUSE,
Hurtality AND MENTAL REALUi
Marriage Cognitive ispairsont scale
Divorte Behavior probless

Depression
MOSINO Alcohol use
Type of dwelling Drug abues
No. of persons in household
Relationship of persons in CHANGES IN REALM STATUa
household Morbidity

Functional lisitatione

ilig1215LUPMLIZ Self-perteived health
Labor fort participation
Total Snots* FUNCTIONAL LEVELS
Souses of Smogs Social intsmotion
Net assets lotivities of daily living

Inetrumental aotivities of

SOCIAL SERUM daily living

HEALTH VEALIIi CARE UTILIZATION
General hospitals General hospital services
Private peychiatrio hospitals Burping hope servioea
Public mental health hospitals Hoes health care
Naming bosom Rehabilitation

Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health preset:lone aerviose

Other professional resources Alcohol and drug abuse oentere
Phyeloian cervioee/vialte

ONO UPENA161 Dental eerviose/vielte

Costs of ore Prescription drugs

Out-of-pocket costa Other
Medicare
Medicaid OTHER BROAD CATTGORT
State expenditures FOR SAYXLING UNIT
Private insurance

178
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SPONSOR: Soolal SsourIty Adaloistration (SSA), Departs:ant of Health and
Human Sorsiosa (DEW

TITLE: Yearly Cootingious Disability History Sends (CMS)

,(TED ITEMS IN DATA SIT

SIZE OF SAMPLE

Am Busker in Sample Nonreloonme_Ette

Total 300,000
Under 65 300,000
65-74
75-84
85.

ATAILLBILIIT AND LOCATION OF SPECIFIC DATA I:EXS

Item Dote Pile Publlo-Use IDDe Published 1ohlsn

Date of birth
Social Security no. x

Veteran status
Coographlo data
Largest unit National Ne.lonal
Smallest unit State State

Ass ()lasses

Single yearn
6044
65.
66-14, 15-84, 85.
Other

319
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SPONSOR: Survey Research Center, University of Michigan

TITLE: Survey of Consumer Finanoos !SCF)

Project Director: Richard T. Curtin, Director
Surveys of Consumers
Survey Research Center
University or Michigan
Box 1248
Ann Arbor, HI 48106

PURPOSE: For analysis of household assets and debts.

DES7SN: National area probability sample.
Representative of all private U.S. households.
n s 4262. Response rate s 755.

CONTENT: Dollar amounts on all assets and debts.

TEARS OP DATA Various years 1946-83. A follow-up Alone survey is

COLLECTION: planned for 1986.

PUBLICATIONS: Survey of Consumer Finances. Survey Research Center,
University of Michigax. Various years.

AVAILABILITY National Technical Information Service (PB85-217594)

OF UNPUBLISHED 5285 Port Royal Road
DATA: Springfield, VA 22161

Data tapes are also available from the National /Archive of
Computerized Data on Aging maintained by the

sr-university Consortium for Political and Social
Research, P.O. Box 1248, Ann Arbor, MI 48106.

CONTACT: Richard T. Curtin
(313) 763-5224
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SPONSOR: Survey Research Center, University of Michigan

TITLE: Survey of C000roar Finances (SCF)

TYPES OF DATA COLLECTED

Data Public-
Data Public -

File Use
File Use

Tape
Tape

DEMOGRAPHIC DATA
U121Jaix Educational level
Acute and chronic conditionsx Race
Disability days

Ethnicity
Chronic limitations:x Sex
of activityx Marital status
of mobility

Migration or mobility
Impairments

Usual activity statue
VITAL STATISTICS
Natality

ALCOHOL. DRUG aDUSE,Mortality
END MENTAL HEALTHMarriage
Cognitive impairment scaleDivorce
Behavior problems
Depression

DOUSING
Alcohol usex Type of dwelling
Drug abusex No. of persons in household

Relationship of persons in
CHANGES IN HEALTH STATUSx household
Morbidity
Functional limitations

INCOME ANA WEALTH
Self-perceived healthx Labor force participation

x Total income
FUNCTIONAL LEVELSx Sources of income
Social interactionx Net assets
Activities of daily living

Instrumental activities ofSOCIAL SERVICES
daily living

WEALTH RESOURCES
HEALTH CARE UTILIZATION

General hospitals
General hospital services

Private psychiatric hospitals
Nursing hoer, services

Public mental health hospitals
How, health care

Nursing Acmes
Rehabilitation

Other institutional resources Mental health ;capitalization
Community-based resources Mental healen outpatient
Health prof,.....wroes.

services
Other professional resources

Alcohol and drug abuse centers

Physician services /visits
HEALTH EXPENSES

Dental services /visits
Coats of care

Prescription drugs
Out-of-pocket costs Other
Medicare
Medicaid

gymER BROAD CATEGORY
State expenditures

FOR SAMPLING UNIT
Private insurance
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SPONSOR: Survey Research Center, University of Michigan

TITLE: Survey of Consumer Finances (SCE)

;ELECTED ITEMS IN DATA SET

SIZE OF SAMPLE

Xae Nusber in ;mole Hoare:ma:se Rate

Total *,262 households 25%

Under 65
65-T4

75-8%
85+

AVITIkATIATY AND LOCATION OF SPECIFIC DAT/ ITEMS

;ten Date File __IhAblic -Use Taoe Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit U.S. U.S.

Smallest unit
Aga classes

Single years
60-64
65+
65-74, 75-84, 85.
Other

382
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SPONSOR: University of Caress Long-Term Care Gerontology Center
and Kansas Department of Soolal and Rehabilitative Servioea

TITLE: Lammas Comprebemaive Assessment

Project Director: Russell C. Mills, Director
University of gamma Long Tern Care
Gerontology Center

39th and Rainbow Boulevard

K8n448 CltY, 1.5 66103

PURPOSE: Collect atandardized data on all lamas eligible applioanta
for Medicaid coverage of adult care home costa, for future
policy and management analysis.

DESIGN: The state of Lamas began, about 3 years ago, a prenuraing
he adaisaion assessment program, which is obligatory for
Medicaid-eligible persons. Included in the assessment is a
comprehensive multidisciplinary functional ammaament,
containing about 450 different data elements. The Long Term
Care Gerontology Center has received (and is still
receiving) all the amsesamenta and oomputerized them (on a
microcomputer system). Lt present over 8,000 persona are in
the file, and 250-300 per month are being entered.

CONTENT:

Every financially eligible applicant for Medicaid coverage

of adult care tome ooata in Lamas is assessed by a team
consisting of a cane worker (social work) and a registered
novo (usually from county health department). Almeasment
is requ.red whether applicant is for admission from home or
for coverage after admission from hospital or when
converting from private pay. Deoiaion to provide Medicaid
coverage requires positive reoommendation by team, based on
aaaeaament results.

'star reoammendations also include whether a person, if
eligible for Medicaid coverage of adult oare home coats,
should be given the option of °casualty-based services and
case management (BOBS Title III Waiver). Follow-up and
traoking of these BOBS-eligible clients in occurring. Data
are computerized in linked files.

Deuographio, living arrangesenta, health problems, number of
medications, social support, mental and emotional status,
functional and ADL status, living environment, use of
community -based services, needs for aaaistance.

TEARS OF DATA 1982 to date. Planned to continuo.
COLLECTION:

383
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SPONSOR: Univeraity of Kansas Long-Term Care Gerontology Center and
Kansan Deportment of Social and Rehabilitative Services

TITLE: Kansas Ccaprehecsive Ismessment

PUBLICATIONS: None yet.

AVAILABILITY Available by apeeifie arrangements.
OP UNPUBLISHED
DATA:

CONTACT: Russell C. Mille
(913) 588-1203

384
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SPONSOR: University of Kansas Long -Torn Care Gerontology Center and Kansas Department of
Social and debabilitative Services

TITLE: tares Ccapraisamive lasesameat

TYPES OF DATA COLLECTED

Data Public- Data Public-
File Use File Use

Tape Tape
EDMA.M.LPM UEALTB
Educational level x Acute and chronic conditions

x Race x Disability days
x Ethnicity Chronic limitations:
x Sex x of activity
x Marital status x of mobility

Migration or mobility x Inpairmenta
x Usual activity status

pm STATISTICS
Natality ALCOHOL. DRUG Av45E.
Mortality AND MITALIOLIEx Marriage x Cognitive impairment scale

x Divorne x Behavior problem
x Depression

imsroo x Alcohol use
x Type of dwelling x Drug abuse
x No. of persons in household
x Relationship of persons in CHANGES IN HEALTH STATUS

household Fr.bidity
x FLnotional limitations

INCOME ADiggini x Self-perceived health
Labor force participation
Total Income FUNCTIONAL UV/ELS
Sources of income x Social interaction
Net assets x Activities of daily living

x instrumental activities of
x SOCIAL SERVICES daily living

gilitialL2EMILM HEALTH CARE UTILIZATION
General hospitals General hospital services
Private psychiatric hospitals Nursing WI° services
Public mental health hospitals Home health care
Nursing bomea Rehabilitation
Other institutional resources Mental health hoapitalimatior
Ccomunity-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician aervioes/vialts
5ALTB mums Dental servicea/vialts
Costa of care Prescription drugs
Out -of- pocket coats x Other
Medicare
Medicaid OVER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance

385
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SPONSOR: Univeraity of Kansan Long-Term Care Gerontology Center and
Sanaa', Department of Social and Rehabilitative Seminal'

TITLE: Lanese Ccssrebeosive Assessment

4LCTRD ITEMS IN DATA SET

SIZE OF S'AFLE

Au_ Number in Sample Ronreeponae Rate

Total 8,000
Under 65 500
65+ 7,500

AVAILABILITY AHD LOCATION OF SPECIFIC DATA ITEMS

Item Data File Publican Tape _Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit State (KS)
Smallest unit County

Age °lemma
Single years
60-64

65+
65-74, 75-84, 85.
Other

386
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SPONSOR: Urban Institute

TITLE: 0111.a. emerinamm Nsoomrces sad gervines (0115). Hamad Data
Set

PURPOSE:

DESIGN:

Project Director: Willies Scanlon
Principal Research Associate
Bealth Policy Center
Urban Institute
2100 1( Street, NW

Washflgton, DC 20037

For the analysis of long-term ease needs, resources, and
service use among aged community residents.

The universe was the elderly p.pulation in four
commumities: Cleveland, Ohio; Eastern Kentucky; Lane
County, Oregon; and the State of Virginia. Eaoh sample was
designed to be self-weighting. A description of the data
years, sample size, awl estimated universe is shown below.

Location
Organization
Administering
Survey

Date
Number of
Respondents'

Gstizateg
..Averse

Cleveland,
whio

General Accounting
Office

1976° 1,311 74,431

Eastern General Accounting 1977 156 7,324
Kentucky Office

Lane County, General Accounting
Oregon Office

1977 873 26,341

Virginia Virginia Cuter on 1979 1,530 505,304
Aging

(a) Excluding the Cleveland SS/ sample and persons under 65.

ft.: Number of persons 65 plus as reportel in the 1980 Census of
Population.

(c) The Cleveland data used are from a resurvey of persons interviewed
first in 1975. A third survey was made in 1984. Follrw-up of the
original 1975 sample of 1,600 persons 65+ include,: f.44:', survivors
74+, 65r of whom were interviewed. Th.. 1984 survey was conducted
by 1=A B. Ford, Professor, Cleveland Study of the Elderly, Case
Westr.m Reserve University, Cleveland, Ohio 44106.

387
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SPONSOR: Urban Institute

TITLE: Older Americans Remoorces and Servicte (OARS), Merged Data
Set

CONTENT: The OARS instrument involves two oomponenta --a functional
assessment and survey of service utilization. The
functional assessment includes the domains of mental health,
phyaical health, activities of daily living and instrumental
activities of daily living, depandenoiea, social resources,
and economic resources. The aervice utilization inventory
covera 28 service types ranging from job placement
assistance to personal care.

TEARS OF DATA Sea Design.
COLLECTION:

PUBLICATIONS: Urban Institute Working Paper 1463-31; June 1983.
WAR-Term Care Reedy. Reaouroes and Service Use Among Aged

.itY Residents: Evidence from_four Local Surveys.
William Scanlon and Carol Smoke.

AVAILABILITY Data from the OARS instrumenta available on public-use data
OF UiPUBLISBF) tapes from the Urban Institute. 1 tape from the General
DATA: Accounting Office's "Study of the Well -being of Older People

in Cleveland, Ohio, 1975-1976 (ICPRR 7773) is in the
oollection of the National Archive of Computerized Data on
Aging maintained by the Inter-universiti Consortium for
Political and Social Research, P.O. Box 1248, inn Arbor, HI
48106.

Data also used in the report prepared by the Urban Iiiti-
tute, "Project to Analyze Existing Long-Term Care Data."

The data collected in Cleveland in 1984 will be available in
1985. Unpublished pipers may be obtained from Amass B.
Ford, as follows:

"Social Support and Active Life ExPectenoe
"Symptoms, Medical Diagnosis, and Functional A33630 nt

of Elderly in Conswity,
"Changes in Health and Function Among Cleveland's

Elderly: Preliminary Analysil of Follow-up to GAO
Study"

CONTACT: William J. Scanlon
Georgetown University Health Polioy Center
(202) 625-2610

Margaret B. Sulvetta
The Urban Institute
(202) 857-8645

For 1984 Cleveland follow -up, contact:
Arena B. Ford
Case Western Reserve University
(216) 368-3718

338
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SPONSOR: Urban Institute

TITLE: Older hmerisana Namouroom sad Services (WS), Hared Data Set

TTPES OF DATA COLLECTED

Data
File

Public -

Use
Tape

REMOGRAPHIC DATA
Educational level
Race

Ethnicity
Sex
Marital status
Migration or mobility

/1/612EAILIMA
Natality
Mortal!
Marriage

Divorce

mama
Type of dwelling
No. of persons in household
Relationship of persona in
household

VIONLANLYEADI
Labor force, partioipation

Total Inoome
Sources of income
Net assets

AL SERVICES

HEALTH RESOURCES
General hospitals
Private payohIatrio hospitals

Public mental health hospitals
Nursing homes
Other institutional resources
Comwunity-based resources
Health professions
Other professional resources

HEALTH ME10111
Coate of care
Ou::-of-pocket costa

x x Medicare
x z Medicaid

State expenditures
x z Private inauranoe

Data
File

189

Public -

Use
Tape

Acute and chronic conditions
Disability days
Chronic limitations:

of aotivity
of mobility

lupairmenta
Usual aotivity status

ALCOHOL. GROG ABUSE,
AND NUM HEALTH
Cognitive impairment scale
Behavior problema
Depression
Aloohol use
Drug abuse

PANGES IN HEALTH STATUS
Morbidity
Functional limitation!,
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities of daily living
Instrumental aotivitiea of

daily living

HEALTH CARE UTILIZATION
General hospital services
Nursing hone services
Home health oare
Rehabilitation
li-ntal health hoapitalixation
Mental health outpatient
services

Alcohol and drug abuse centers
Physician services /visits
Dental services /visits

x Prescription drugs
Other

640
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SPONSOR: Urban Institute

TITLE: Cider Anerloans lenources and Services (OAR3), Herded Data Sea

ZELISIELIIEELILELILIEL

SIZE OP SAME (See Design)

Age Nunber in Sample NonniaDodefLible

Total
Under 65
65-74 See DESIGN
75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA *TENS

Item Data Vile Public-Use Taos Published Tables

Date of birth
Social Security no.
Veteran status
Geographic data
Largest unit State (VA) State (V1)
Smallest unit City City

(Cleveland) (Cleveland)
Age classes
Single years

641
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SPONSOR: Veteranr, Administration (VA)

TITLE: Annual Patient Common File

Project Director: Mgcbael H. Lawson, Director
Medical AdninlatratIon Service
Veterana AdminlatratIon
810 Vermont Avenue, NV
Waahlngton, DC 20420

PURPOSE: To collect data on veterane hcapItallmed in VA Medical

Centers.

DESIGN: The Annual Patient Censua File in a by-product of the
Patient Treatment File.

CONTENT: Demographic, dlagnontic, and burgles' data on veterans
boapItallzed on a apeolflo day during the year. Latest Year
available --1984.

TEARS OF DATA Annual.

COLLECTION:

PUBLICATIONS: Selooted reports for the Adminlatrator'a Innual Report to

conmreaa.

AVAILABILITY Requeats are considered. Call Information and Reports
OF DIPUBLISBED Management Service, (202) 389-2177.
DATA:

CONTACT: Michael H. Lawson
(202) 389-2180

391
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SPONSOR: Veterans Administration (VA)

TITLE: Animal Patient Cameos Tile

'TITS OP DATA COLLECTED

Data Public- Data Public -

Pile Use File Use
Tape Tape

DEMOGRAPHIC DAL
Educational level
Rao.
Ethnicity
Sex
Marital status
Kigrstion or mobility

EKUM
Lout. and chr,nic conditions
Disability days
Chronic limitations:
of activity
of mobility

Impairments
Usual activity status

VITAL STATISTIC:
Natality ALCOHOL. DRUG ABUSI.
Mortality LEP mgrgLIOLU.11
MIrriago Cognitive impairment wale
Divorce Behavior problems

Depression

OE= Alcohol use
Typo of dwelling Drug abuse
No. of persons in household
Relationship of persona in gum IN HEALTH STATUS

bousobold Morbidity
Functional limitations

INCOME Lm WALT: Self-perceived health
Labor force participation
Total income
Sources of inooms
Net assets

SOCIAL SERVICES

Fulcrum/ LEVELS
Social interaction
Activitise of daily living
Instrumental activities of
daily living

HEALTH RESOURCES HEALTH ABLEILIZLIE21
General hospitals General hospitill services
Private psychiatric hospitals Nursing home services
Public mental health hospitals Home health oar*
Nursing how. Rehabilitation
Other institutional resources Mental health hospitalization
Community-based reaources Mental health outpatient
Health professions servforps

Other profassional resources Alcohol and drug abuse centers
Physician services/visits

MATH EXPENSES Dental servicos/vr.r.:
Coats of care Prescription drugs
Out-of-pooket coats Other
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures rOR SAMPLING UNIT
Private insurance

392
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SPONSOR: Vetarana Administration (TA)

TITLE: Animal ?attest Censor Flla

ZLECTED LIENS IN DATA SET

SIZE OF SAMPLE

in Univ.:foe tionmoolny Rate

Total 75 ar 000
Order 65
65-7:

75-4A
85.

AVAILABILITY AND LOCATlio OP SPECIFIC DATA ITEMS

Ito
Date of birth
Social S,-urity no.
Vtrar atus
Oogrft 40 data
Largest unit
Smallest unit

Age olasaea
Single yearn
60-64

65.

65-74, 7544, 85.
Other

Nation
Zip Node

Data aggregated by :wing date of birth.

tro

644
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SPC Veterans Administration (VA)

TITLE: Hospital Based Home Care (HMO Information System

Projeot Director: Yaauko Shiraiahi, Chief
Hospital Based Hoe- rare Prograns
Office of Geriat
Extended Care

Veterans Administration
810 Vermont Ave., NW
Washington, DC 20420

PURPOSE: To enable field program managers to monitor patient care

aotivitiea and program administration activities, both of
which are then related to program coats. The clinical
applications of the data include developing the patient

treatment plan, 60-day progress review (required by the
Joint Commission on Accreditation of Hospitals), MEC
discharge planning, and HBBC discharge. L., data are also
used for the required quality assurance ...adios. The
adadnistrative applications include the 'onitoring of the
number of home visits by provider and provider discipline,
length of stay, and turnover rate.

DESIGN: All 49 OPEC progress collect data on all program admiaaions,
diaohargea, and visits by place of visit.

CONTENT: The information collected is the complete data items of the
Long-Term Care Minimum Data Set of the National Center for
Health Statistics, with the addition of VA specific data,
i.e., period of military service.

YrIRS OF DATA Collected by fiscal year for clinical and administrative
COLLECTION: purposes only.

PUBLICATIONS: None.

AVAILABILITY Data are available for 1983 and F/ 1984, as unpublished
OF UNPUBVSHED tabulations. Can be obtained from project head.
DATA:

CONTACT: fat ko Shiraiahi
(202) 389-3692

645
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SPONSOR: Veterans Administration (VA)

TITLE: Hospital Based Mae Cara (HNC) Internale@ System

TYPES OF DATA COLLECTED

Data Publio- Data Publio-
File Use File Use

Tape Tape
DEMOGRAPHIC DATA
Educational level
Raoe

x Ethnioity
x Sex
x Marital status

Migr:tion or *ability

VITAL STATISTICS
Natality ALCOHOL. DRUG
Mortality AELMET&BEAUE
Marriage x Cognitive impairment male
Divorce x Behavior problems

x Depression
HOUSING Alcohol use
Type of dwelling Drug abuse
No. of persons in household
Relationship of persons in CHANGES IN

household Morbidity
x Functional limitations

INCOME AND WEALTH Self-perceived health
Labor force participation
Total inocae EHMENEKinigl
Sources of income Social interaction
Net assets x Aotivities of daily living

x Instrumental aotivities of
SOCIAL SERVICES daily living

hEALTH RESOURCES ;num CARE UTILIZATION
General hospitals General hospital services
Private psychiatric) hospitals Nursing home services
Public mental health hospitals x Home health oare
Nursing homes Rehabilitation
Other institutional resources Mental health hospitalization
Community-based resources Mental health outpatient
Health professions services
Other professional resources Alcohol and drug abuse centers

Physician services /visits
puLTH EXPENSES Dental servioes/visits
Costa of care Prescription drugs
Out-of-pocket costs Otter
Medicare
Medicaid OTHER BROAD CATEGORY
State expenditures FOR SAMPLING UNIT
Private insurance

U14412
Acute and ohronic conditions
Disability days
Chronic limitations:
of activity
of mobility

Impairmenta

Usual activity etatua

395
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SPONSOR: Veterans kdalnistratind (VA)

TIILI: Bospital Bear% Homo Care ft C) Infers:Mon System

mscrim 7,12a11 DATA SET

SIZE OF SIMPLE

Age Number in U..iveres Nonresponse Rate

Total 7,523
Under 65 3,273
65-74 1,956
75-84 1,137
85+ 1,157

kiVIARTITTI AND LOCATION OF SPECIFIC DATA ITEMS

Date File public-Use Tape Published 'able.,

Date of birth
Social Security no. x
Veteran status
Geographic data

Largest unit U.S.
Smallest unit Zip cod.

Age classes

Single years
60,64
65+

65-74, 75-84, 85+
Other

396

647
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SPONSOR: Veterans ministration (VA)

TITLE: 1979 National Survey of Veterans

CONTRACTOR: Louis HIrri8 and Associates, Inc.

Project Director: Richard Hammond
Statistician, Research Division
Veterans Administration
810 Vermont Avenue, NW
Washington, DC 20420

PURPOSE: Section 219 4 apter 3 of Title 38 United States Code
stated that tae VA administrator . . shall measure and
evaluate on a continuing basis the impact of all programs

authorized under this title, in order to determine their
effectiveness . . . In oarrying out this section it gave
authority to a. . . collect, collate, and analyze . . . data

regarding participation . . . provision of services,

categories of beneficiaries.'

DESIGN:

CONTENT:

The selected sample for the survey consisted of 11,230 male
veterans from the retiring Current Population Survey (CPS)
rotation groups in the March through September 1978 'A' and
*C* sample. Of these, 492 were later classified as
nonveterana. There were 9,292 coroleted interviews, for a
935 response rate.

The survey covered basic demographic variables, data
relevant to speoific programa of the VA (medical,
conpenaation and pension, insurance, education and training,
home loans, burial benefits), and data specific to Vietnam
era veterans related to combat experience and readjuataent
experiences.

TEARS OF DATA 1979.
COLLECTION:

PUBLICATIONS: 1979 Rational Serve', of Veterans, Veterans Administration,
Office of the Controller, Research Monograph No. 14,
December 1980.

Disabled Veterans and Their Una* of VA Prof:reps, Veterans
Administration, (S8-70-83-1), January 1983.

lime of Multiple VA_PrOarams, Veterans Administration,
(SH70-83 -5), August 1983.

AVAILABILITY The reap:Imes to all questions on the survey are available
OF UNPUBLISHED on 44 public -use data tape. Contact project director.
DATA:

CONTACT: Robert H. Faits
VA

(202) 389-3052

397
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SPONSOR: Veterans Administration (VA)

TITLE: 1979 Nation, Survey of Veterans

TYPES OF DATA COLLECTED

Data Public- Data Publio-

File Use File Use

Tape Tape

DEMOGRAPHIC DATA
x x Educational level x x Aoute and ohronio conditions
x x Raoe Disability days

x x Ethnicity Chrome: limitations:

x x Zu of aotivity
x x Marital status of nobility

Migration or nobility Impairments
Usual aotivity status

mitt STATISTICS
latality ALCQBOL. DRUG ABUSE,

Mcrtality AND MENTAL Bum
x x Marriage Cognitive ispairment scale

x x Divorce x x Behavior problems
x x Depression

mama x x Alcohol use
Type of dwelling x x Drug abuse

No. of persona in househol
Relationship of Persons in gums IN HEALTH STATUS

household Morbidity
Funotx la' limitations

wow AND BEAM Self-r.rceived health

x x Labor area participation
x x Total inocce EZEZMILUBLI
x x Sour-zags of iDOOSO Sooial Anteraotion

Net assets Aotivities of daily living
Instrumental aotivities of

ggniar UM daily living

UNALTB RESOURCES UEALTH CARE UTI1.-:1191
General hospitals m x Cameral hospital ..rvioss

Private psyoblatrio hospitals x x Nursing home setvioes

Public mental health hospitals Home bea)th can
Nursing homes Rehabilitation

Other institutional resources Mental health hospitaliLation

Community -based resources Mental health outpatient

Health professions servioms

Other professional reeources x x Alcohol and drug abuse °enters
x x Physioian aervioelivisits

WAIN F;PUSE3 x x Dental servioes/visits

Coats of care Preeoription drugs

Out-of-pocket coats Other

x x Medicare
x x Medicaid OTHER BROAD CATEGORY

State expenditures fOR SAMPLING UNIT

x x Private insuranoe

398
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SPONSOR: Veterans Administration (VA)

TITLE: 1979 Rational Survey of Tilterana

SELEMD ITFN$ IN DATA SET

SIZE OF SAMPLE

Jute Number in Sample Nonresponse Rate

Total 9,292 (out of 11,230
eligible, or
92% response rate)

Under 65 8,428

65-74 595

75-84 269

85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public -See Tape Published Table,

Date of birth
Social Security no.
Veteran status
Geographio data
Largest unit U.S. U.S.

Smallest unit Region Region
Age Gimes
Single years
60-64
65+
65-74, 75-84, 85+
Other

399

650
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SPONSOR: Veterans Administration (VA)

TITLE: Patient Treatment File

Project Director: Miohael M. Lawson
Director, Medical Administration

Service
Veterans Administration
810 Vermont Avenue, NW
Washington, DC 20420

PURPOSE: The ayatem collect, and stores demographic, diagnostic, and
surgioaa data on veterans treated and discharged from VI
hospitals.

DESIGA: The universe is all patients treated and discharged from VA
hospitals.

CONTENT: Demographic, diagnostic, and surgical information on
patients discharged from VA hopeitala. Starting in FT 1984,
a mathod of patient tracking during an episode of care was
introduced.

TEARS OF DATA Continuously since 1969.
COLLECTION:

PUBLICATIONS: Some statistical data for the Administrator's Annual Report
to Congreee are drawn from the Patient Treatment File.

AVAILABILITT Requests can be considered. Call Information and Reports
OF UNPUBLISEED Management Service, (202) 389-2177.
DATA:

CONTACT: Michael M. Lawson
(212) 389-2180

m10
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SPONSOR: Veterans Administration (V1)

TITLE: Patient Treatment File

647

TYPES OF DATA COLLECTED

Data
File

x

x
x

Public-
Use
Tape

DEMOGRAPHIC DATA
Educational level
Race
Ethnicity
Sex
Marital status
Migration or mobility

yITAL STATISTICS
Natality
Mortality
Marriage
Divorce

HOUSING
Type of dwoiling
No. of persona in household
Relationship of persons in

household

INCOME AND WEALTH
Labor force participation
Total income
Sources of income
Net assets

SOCIAL SERVICES

HEALTH RESOURCES
General hospitals
Private psychiatric hospitals
Public mental health hospitals
Nursing homes
Other institutional resources
Community -based resources
Health professions
Other professional resources

UEALTH EXPENSES
Coate of care
Out-of-pocket costs
Medicare
Medicaid
State expenditures
Private insurance

401

Data Public-
Pie Use

Tape

HEALTH
x lout. and chronic conditions

Disability days
Chronic limitations:
of activity
of mobility

Impairments
Douai activity :statue

x
x

x
x

x
x

x
x

652

gconoc. DRUG AROSE,
AND MENTAL REALTY
Cognitive impairment scale
Behavior problems
Depression
Alcohol use
Drug abuso

guncEs IN HEALTH STATUS
Morbidity
Functional limitations
Self-perceived health

ERNM4114432iMl
Social interaction
Activities of daily living
Instrumental activities of
daily living

uppip CARE UTILIZATION
General boapital services
Nursing come services
Home health care
Rehabilitation
Mental health boapitalization
Mental health outpatient

services

Alcohol and drug abuse centera
Physician servicea/viaita
Dental services /visits
Prescription drugs

Other

OTHER BROAD CATEGORY

E91_4110atiESEEI
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SPONSOR: Veterans Administration (VA)

TITLE: Patient Treatment File

SELECTED ISBN IN DATA SET

SIZE OF SAMPLE

Age Number in Savoie Monresposse Rate

V
Under 65

65-74
75-84
85+

1 Killion/year

1VAILABILITI IND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Public-Use Tape Published Tables

Date of birth
Social Security no.
Veteran atatus
Geographic data
Largest unit Nation
Smalleat unit Z!p coos

Age classes
Single Years
60-64
65+

65-74,
Other

75-84, 85 +

Data aggregated by using date of birth.

402
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SPONSOR: Veterans id -inistration (VA)

TITLE: Survey of Aging Waterline, 1983

Project Director: Robert H. Feltz
Statistiolan, Researon Division
Veterans Administration
810 Vermont Avenue, I

Washington, DC 20420

PURPOSE: to conduct a national survey of the newts, resources, and
future expectations of veterans ages 55 and over. The data
were to be used to plajeot veterans' needs, in order to plan
facilities and programa to meet theaa needs.

DESIGN: The survey was conducted among a nationally representative
sample of veterans ages 55 and over using a national area
probability sanple of about 55,000 households. Interviewers
screened 34,500 households to identify 3,886 eligible
veterans. Of these, 3,013 (78$) interviews were actually
completed.

CONTENT: Tne survey yields baseline data on the current social,
economic., and health status of noninatitutionalized veterans
ages 55 and older, as well as their pattern of utilization
of VA facilities and benefits.

YEARS OP DATA 1983.

COLLECTION:

PUBLICATIONS: 1 - :ns: ud t)le

and ,-,.tire 8xPeotatione of Veterans Aged 55 and Over (RSH
70-84-3), Veterans Administration, March 1984.

The Aging Female Veteran (SAW 70-84-1), Veterans
Administration, March 1564.

Health Insura(le Coverage gang Veterans Aged 55 and Over
(SAT) 70-85-1), January 1985.

National Cemetery and Headatone/Harker ProimmE (SAT
70-85-2), February 1985.

curentHealth S.atus anti the Futuremarlt for Health Care
ejmisayonkrnyteek (SAY 7)-85-3), Veterans
Administration, March 1985.

AVAILABILITY A public-use data tioe containing the responses to all
OF batUBLISHED a:Lions on the survey is available. Contaot Richard
DATA: L.--ond (202) 389-2121.

CONTACT: Robert H. Feltz
(202) 389-3052

403
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SPONSOR: Veterana Adelnistration (VA)

TITLE: Survey of Aging Veterans, 1983

TYPES OF DATA CCLLECTED

Data
Pile

Publio

Usa
Tape

EIBWAPHIC DATA
x Educational level
x Race
x Ethnicity

Sex

Marital statue
x Migration or mobility

VITAL STATISTICS
Nat lity
Mortality
Marriage
Divorce

mom
Tyke of dwelling
No. of persona in ,naehold

Relationship of persons in
household

INCOME IND IMAM
Labor force participation
Total income
Sources of inane

x Net aetwets

SOCIAL SERVICES

BZALTH RESOURCES
General hospitals
Pri.ate peyohLatrio hospitals
Public metal health hospitals
Nuraing homes
Other institutional resources
Community-based reaourcei
Health professions
Other profeaeional resources

PAM EXPENSES
Costs of care
Out -of- racket costs

x x Medicare

x x Medicaid
State expenditure.

x x Private inauranoe

404

655

Data
File

Public-
Use
Tape

ULALLE
Louts and chronic conditions
Diaability daya
Chronic limitations:
of activity
of mobility

Impairments
Usual aotivity status

&COBOL. DRUG ABUSE,
AND MENTAL REALM
Cognitive liA9aireent scale

x Behav4or prohlcma
x Depression
x Alcohol use

Drug abuse

CHARGES IN HEALTH STATUS
Morbid:ty
Funotional
Self-perceived health

EMOTIONAL LEVELS
Sot it interaotion
Act:Titles of daily living
Instrumental activities of
daily living

CALM CARE UTILIZATION
General hospital service!,
Nu-sing home eervioee
Home heat% emre
Rehabilitation
Mental health hoapitalization
Mental health outpatient

services
Alcohol and (rug abuse centres
Physician services/visits
Dental services/visits
Preaoription drugs

Other

OTHER BROAD CATEGORY
FOR SAMPLING UNIT
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SPONSOR: Veterans Adainietration (VA)

TITLE: Survey of Aging Veterans, 1983

;ELECTED ITEM IN DATA SET

SIZE OF SAMPLE

Age Amber In Savoie Nonreoponse Rate

Total 3,013 (out of 3,886
eligible, or
78% response rate)

Under 65 1.977
65-74 861

75-84 175

85+

AVAILABILITY AND LOCAIION OF SPECIFIC DATA ITEMS

;ten Data Flle _Milo-Use Tope PunlIeDe4 Tobloo

Date of birth x

Social Security no.
Veteran Stitt, x

Geograpblo data
Largest unit U.S. U.S. U.S.

Smallest unit Region Region Region

Age pleases
Single yearn x x x

6o-64 x x x

65. x x x

65-74, 75-84, 85. x x a

Otnor

405

I
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SPONSOR: Veterana Adminiatration (VA)

TITLE: Survey of TA Lcog-Term Care Patients

Project Director: Philip E. Schaeffer
Project Coordinator
Allocation Development Service (134)
Veterans Lialniatration
810 Vermont Avenue, NW
Washington, DC 20420

PURPOSE: Initially as a research base; subsequently to provide
periodic wor load data.

DESIGN: Initially 1009 cf VA nursing care patienta and 209 of all
other long tern patienta - -aubaequently 1001 of VA nursing
care patients and intermediate care patients.

CONTENT: Initially Patien. identification and demographic date
Functional ability
Diagnoals
Nursing treatmenta and rehabilitation :Janice

Subsequently Patient identification and demographic data
Functional ability

TEARS OF DATA To date: 9/83, 7/64, 9/84, 1/85, 4/85, 7/85, and 9/85.
COLLECTION: Plan to collect data on admiaalci or tranafer into unita and

semiannually.

PUBLICATIONS: None as yet.

AVAILABILITY Address inquiries to project coordinator.
OF UNPUBLISHED
DATA:

CONTACT: (/,2) 389-3037
or

(202) 389-3640

406
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SPONSOR: Veterans Administration (VA)

TITLE: Survey of TA Lomg-Term Care Patients

TYPES OF DATA COLLECTED

Data
File

I

Publio -

Use
Tape

PEMOGRAPHIC DAIA
Educational level
Rum
Ethnicity

Sex
Marital status
Migration or mobility

nig. STATISTICS
Motility
Mortality
Marriage

Divorce

DOUSING
Type of dwelling
No. of persona in household
Relationship of persons in

household

INCOME AND WEALTH
Labor force participation
Total Income
Sources of income
Met assets

SOCIAL SERVICES

IMAM RESOURCES
General hospitals
Private psychiatrio hospitals
Public, mental health hospitals
Nursing homes
Other institutional resources
Community-based resources

Health professions
Other profeaalonal resources

uranm.vora
Costs of care
Out-of-pocket costs
Medicare
Medicaid
State expenditures
Private insurance

407

Data Public -

File Use
Tape

I

I

I

I

I

I

I

I

I

I

I

I

I

I

I

658

urAmi
Acute and chronic conditions
Disability days
Chronic limitations:

of activity
of mobility

Impairs:lento

Usual activity status

ALCOHOL. DRUG ABUSE,
AND MENTAL BEAM
Cognitive IA:pain:eat scale

Behavior problems
Depression
Alcohol use
Drug abuse

CHANGES IN REALM SIAM
Morbidity
Functional limitations
Self-perceived health

FUNCTIONAL LEVELS
Social interaction
Activities or daily living
Instrumental activities or
daily living

EIALTR CARE UTILIZATION
General hospital services
Nursing home services
Rome health care
Rehabilitation
Mental health hospitalisation
Mental health outpatient

services
Alcohol &Id drug abuse centers

Physician services /visits

Dental 5er:ices/visits
Prescription drugs

Other

OBER BROAD cialogi
FOR WRUNG trNI/
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SPONSOR: Veterans Administration (VA)

TITLE: Survey of TA Long-Term Care Patienta

Igr,MD ITEMS IN DATA SET

SIZE OF SAMPLE

tgr___ Number in Universe Nonresoonse Rote

Total 18,500
Under 65
65-74

75-84
85+

AVAILABILITY AND LOCATION OF SPECIFIC DATA ITEMS

Item Data File Put'le -Use Tape Published Tables

Date of birth
Social Security no.
Vetoren status
Geographic data
Largest unit Nation
Smalleat unit VA hospital unit

Age classes
Singl years
60-64
65+

65-74, 75-84, 85+
Other

408

65
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ACRONYMS

HARP American Association of Retired Persons
ADL Activities of daily living
AHA American Hospital Association
ABS American Housing Survey (HUD)
AoA Administration on Aging (I '3)

MPH Assistant Secretary for Planning and Evaluation (DHHS)
ASTBO Association of State and Territorial Health Officers
BDMS Bureau of Data Management and Strategy (HCFA)
BLS Bureau of Labor Statistics
BLSA Baltimore Longitudinal Study of Aging (NIA)

CCDB County and City Data Book (Bureau of Census)
CDC Centers for Disease Control
CDHS Continuous Disability History Sample (SSA)
CO-STAT County Statistics (Bureau of Census)
CPHA Commission on Professional and Hospital Activities

CPI Consumer Price Index (BLS)
CPS Current Population Survey (Bureau of Cens,m)
CWHS Continuous Work History Sample (SSA)
DAAAD Data Archive for Aging and Adult Development (Duke University)
DREW Department of Health, Education, and Welfare

DHHS Department of Health and Human Services
DRA Divorce-registration a,aa
DRG Diagnosis related groups
ECA Epidemiologic Catchmont Area (NIMH)
EPESE Established Populations or Epidemiologic Studies of the Elderly

(NIA,

FDA Food and Drug Administration
FICA Federal Insurance Contribution Act
GAO General Accounting Office
HCFA Health Care Financing Administration
HHANES Hispanic Health and Nutrition Examination Survey (NCHS)

HI Hospital Insurance Program (Medicare: HCFA)
HINDU Index to data collected in the HANES surveys (NCHS)
HUD Housing and Urban Development (Department of)
IADL Instrumental activities of daily living
ICD-9-CH International Classification of Diseases, 9th Revision, Clinical

Modification

ICPSR Inter-university Consortium for Political and Social Research
(University of Michigan)

IRS Internal Revenue Service
LSOA Longitudinal Study cf Aging (NCHS)
HBR Master Beneficiary Record (SSA)
HEDPAR Medicare Provider Analysis anu Review (HCFA)

409
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MMACS Medicare/Medicaid AutJaated Certification System (HCFA)
MBA Marriage-registration area (NCHS)
MSA Metropolitan Statistical Area
NIAAA National Association of Area Agencies on Aging
EICDA National Archive of Computerized Data on Aging (University of

Michigan)

NADAPI National Alcoholism and Drug Abuse Program Inventory
NAMCS National Ambulatory Medical Care Survey (NCHS)
NASUA National Association of State Units on Aging
NCHS National Center for Health Statistics
NCHSR National Center for Health Services Research and Health Care

Technology Assessment

NCI National Cancer Institute
MAIDS National Drug and Alcohol Treatment Utilization Survey
MDI National Death Index (NCHS)
NEISS National Electronic Injury Surveillance System (Consumer Product

Safety Commission)
NHANES National Health and Nutrition Examination Survey (NCHS)

WHDS National Hospital Discharge Survey (NCHS)
NHIS National Health Interview Survey (NCHS)
NHLBI National Heart, Lung, and Blood Institute
NIA National Institute on Aging (NIH)
NIAAA National Institute on Alcohol Abuse and Alcoholism

NIDA National Institute on Drug Abuse
NIDR National Institute of Dental Research
NIH National Institutes of Health
NIMB National Institute of Mental Health
NLTCDP National Long-Term Care Channeling Demonstration Program (ASPE)

NMCES National Medical Care Expenditures Survey (NCHSR with NCHS)
NMCUES National Medical Care tilization and Expenditure Survey (NCHS

with HCFA)
NIES National Medical Expenditure Survey (NCHSR)
NMFI National Master Facility Inventory (NCHS)
NHS National Nursing Home Survey (NCHS)

NORC National Opinion Research Center
NSF National Science Foundation
NTIS National Technical Information Service (Department of Commerce)
OARS Older American Resources and Services (Duke :.liversity)
ORD Office of Research and Demonstrations (HCFA)

tRSIP Office of Research, Statistics, and International Policy (SSA)
1HS Public Health Service
F3ID Panel Study of Income Dynamics (University of Michlgan)
pnu Primary sampling unit
SCF Survey of Consumer Finances (University of Michtgan)

SEER Surveillance, Epidemiology, and End Results Program (NCI)
DER Summary Earnings Record (SSA)
C4 State health agency
Sl. Survey of Income and Program Participation (Bureau of Census)
SMI Supplementary Medical Insurance (Medicare: HCFA)

410
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SMSI Standard Metropolitan Statistical Area
SOI Supplement on Aging (NUS, NOS)
SRC Survey Research Center (University of Michigan)
SS1 Social Security Administration
SSI Supplemental Security Income (SSA)

ru Social Security number
USDA United States Department of Agriculture
VI Veteran,; Administration

411
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INDEX V DATA BASES BI TITLE

Alternate Paths to Long-Term Care, 31
American Housing Survey, 143
Analysis of State Medicaid Program Characteristics, 187

Annual Census of Patient Characteristics for State and County
Mental Hospital Inpatient Services, 333

Annual Patient Census File, 391
Annual Survey of Hospitals, 55

Annual Tuberculosis Statistical Summary, 112
ASTHO Reporting System, 355

Baltimore Longitudinal Study of Aging, 310

CDHS, see Yearly Continuous Disability History Sample, 377
Commission on Professional and Hospital Activities Data Tapes, 132
Community Hospital Program Access Impact Evaluation Surveys,

1978-79, 1981, 121
Consumer Expenditure Survey, 100
Consumer Price Index (CPI), 103
Continuous Work History Sample (CWBS), 39
County and City Data Look, 82
CPI, see Consumer Price Index, 103
CPS, see Current Population Survey, 85
Current Population Survey (CPS), 85
CBES, see Continuous Work History Sample, 358

Dooennial Census of Population and Housing, 88
Dietary Supplements Survey, 159

Durham Older Americans Resources and Services (OARS) Community
Survey, 151

East Boston Study on the Natural History of Senile Dementia, 314
ECA, see Epidemiologic Catchment Area Program Community Surveys,

236

EPESE, see Established Populations for Epidemiologic Studtes of
the Elderly, 317

Epidemiologic Catchment Jrea (ECA) Program Community Surveys, 336
Epidemiologic Survey of Oral Health in Adults, 1985, 327

Established Populations for Epidemiologio Studies of the Elderly
(EPESE), 317

Estate/Personal Wealth File, 206

Framingham Study, 304

General Social Surveys, 352

HBHC, see Hospital Based Rome Care Information System, 394
Health Demographic Profile System's Inventory of Small Area
Social Indicators, S40

HHANES, see Hispanic Health and Nutrition Examination Su.-,ey, 230
Hispanic Health and Nutrition Examination Survey (RHANES), 230
Honolulu %cart Program, 307
Hospital lased Home Care Information System, 394
Hospita. :mist and Utilization Project: National Sample of

Hospitals, 218

413
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Industry Wage Survey: Hospitals, 106
Industry Wage Survey: Nursing Homes, 109
Inventory of General Hospital Psychiatric Services, 343
Inventory of Mental Health Organizations, 346

Kansas Comprehensive Assessment, 383

Life Tables, Vital Statistics of the United States, 233
Linked Reicare Use --NOBS Mortality Statistics File, 194
Longitudinal Evaluation of Nutrition Services for the Elderly, 35
Longitudinal Study of Aging (LSOA), 236
LSOA, see Longitudinal Study of Aginc, 236

Master Provider of Services File, 165
Medicaid Tape-to-Tape Project, 197
Medicare Annual Summary: Person Summary File, 168
Medicare Enrollment File, 171
Medicare History Sample -1974 and Later, 174
Medicare fart t 5-percent Sample Bill Summary Record, 178
Medicare Provider Analysis and Review. 184
Medicare Reimbursement by State and County, 181
Medigap, 200

MEDPAR Public Use File, see Medicare Provider Analysis and Review,
184

MRSP, see Municipal Health Services Program Evaluation, 125
Municipal Health Services Program (KW) Evaluation, 125

NADAPI, sae National Alcoholism and Drug Abuse Program Inventory,
330

HAMS, see National Ambulatory Medical Care Survey, 239
National.Alcoboliem and Drug Abuse Program Inventory (NADAPI), 730
National Ambulatory Medical Care Survey (HANGS), 239
National Data Base on Aging, 39
National Death Index (MIDI), 242
National Divorce Statistics, 246
National Electronic Injury Surveillance System (NEISS), 1;6
National nealth Interiiew Survey (NHIS): Core Questionnaire, 249
National Health Intervie Survey: Data for the Study of Secular

Change and Aging, 253
National Health Interview Survey: Supplement on Aging

(80A), 1984, 256

National Health Interview Survey: Supplements, 259
National Health and Nutrition Examination Survey (NRANES I), 262
Rational Hospital Discharge Survey (MS), 273
National Hospital Panel Survey, 58
National Immunization Survey--CPS Supplement, 115
National Longitudinal Mortality Study, 276

National Longitu.inal Surveys of Labor Market Experience of
Older Hen (Parses Survey), 147

National Long-Term Care Channeling Demonstration Program, 67
National Marriage Statistics, 280
National Master Facility Inventory (NMFI), 283
National Medical Care Expenditures Survey (NTICES), 1977-78, 221
National Medical Care Utilization and Expenditure Survey (RHCUES),

1980, 286

National Mortality Followbaok Surveys, 290

414

1

6 64



660

National Mortality Statistics File, 294
National Natality Statistics, 297
National Nursing Hose Survey (NNHS), 300
National Survey of Access to Medical Care, 1982, 129
National Survey of the Aged, 1975, 42
National Survey of Long-Term Care/National Survey of

Caregivers, 1982, 71
Nationwide Food Consumption Survey, 1977-78, 139
Nationwide Study of Domiciliary Care: Domiciliary Care Client:,

and the Facilities in Which They Reaille, 45
Nationwide Study of Domiciliary Care: National Survey of

Domiciliary Care, 48
SDI, see National Death Index, 242
NEWS, see National Electronic Injury Surveillance System, 136
ARAMS I, see National Health and Nutrition Examination Survey,

262
NUNES I Epidemiologio Follow-up Study: Initial Follow-up,

1982-84, 266
NUNES II, Second National Heath and Nutrition Examination

Survey, 269
NEWS, see National Hospital Die:A:Large Survey, 273
NHIS, :see National Health Interview Survey: Core Queetionnaire,

249
1978 Survey of Disability and Work, 361

1979 National Survey of Veterans, 397
1982 New Beneficiary Survey, 36:'

1984 Long-Term Care Survey, 203
1986 Survey of Supplemental Security Income Recipients a i the
General Aged Population, :67

NMCES, see National Medical Care Expenditurea Survey, 1977-78, 221
SHOES, see Nutional Medical Care Utilization and Expenditure
Survey, 1980, 286

NMFI, see National Master Facility Inventory, 283
NNHS, see National Nursing Home Survey, 300
Nursing Home Data by :fate, 1976-80, 162

OARS, see Durham Older Americana Resources and Serviette Community
Survey, 151

Older Americans Resources and Services (OARS), Merged
Data Set, 387

Outcomes of Nursing Home Admissions, 226

Panel Study of Imam Dynamics, 74
Parnea Survey, See Natiolel Longitudinal Surre., of Labor Market
Experience of Older Men, 147

Patient Survey:, of Inpatient Mental Health Settings, 349
Patient Treatment File, 40C

Report of Verified Case of Tubereuloeie, 118
Retirement History Stud, 370

SEER, see Surveillance, Epidemiology, and End Result:, Program, 214
SIPP, Lee Survey o' ?wow and Program Participation, 95
SOA, see Nat -final health teryiew Survey: Supplement on Aging,

1984, 256

State Long-Term Care Ombue.man Report, 51
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State and Metropolitan Area Data Book, 92
Statistical Resort on Medical Care: Eligibles, Recipients,
Payments, and Services, Medicaid Program, 190

Statistic's of Inomme: Individual Income Tax Returns, 210
Study of Low Fertility Cohorts in the United States, 324
Supplemental Security Income Medicaid Institution Turnover Files,

374
Surveillance, Epidemiology, and Erd Results (SEER) Program, 214
Survey of Aging Veterans, 1983, 403
Survey of Consumer Finances, 380
Survey of Income and Program Participation (SIPP), 95
Survey of Institutionalised Persons, 1976, 78
Survey of the Last Days of Life, 321
Larva,' of Medical Rehabilitation Hospitals and Units, 1983, 61
Survey of Medical Staff Organization, 1982, 64
Survey of Pension and Retiremen Plan Coverage, 1972, 1979, 1983
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Survey of VA Long-Term Care Patients, 406

Yearly Continuous Disability History Sample (CDHS), 377
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